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Portfolio Thesis Abstract 
Aims: The aims of this thesis were focused on the social climate of inpatient forensic 
mental health settings. Firstly, the study reviewed the literature of qualitative studies of 
staff and patient experiences of social climate. Secondly, the utility of a case study 
methodology to examine innovations to practice in forensic mental health settings are 
discussed. Thirdly, a longitudinal case study aimed to examine the impact of a 
Mentalization based treatment (MBT) training and case consultation intervention on the 
functioning of a low secure ward.  
Method:  A systematic review and qualitative synthesis of social climate in forensic 
mental health settings was completed using the ‘best-fit’ framework approach. Secondly, 
a critical analysis of case study methodology was presented based on key decision points. 
A longitudinal ward case study with staff (n=37) and patient (n=7) participants examined 
the impact of staff MBT training and MBT based case consultation sessions.  MBT based 
case consultation sessions ran on the ward over an eight month period. Data was 
collected through a range of methods including questionnaires, semi-structured 
interviews, ward observations and routinely reported data. The case study data was 
tested through a pattern matching approach with reference to rival explanations. 
Results: The systematic review identified 20 papers that met the inclusion criteria. The 
framework synthesis identified 22 themes related to social climate, which were 
organised in a conceptual model. Ten themes were seen to represent the experience of 
social climate. Consideration of the applicability of the case study method to forensic 
settings found the method to be feasible and acceptable to staff though a limitation is 
that outcomes are tentative and open to rival explanations. Positive impacts of the 
training and case consultation intervention included an increase in enthusiasm for 
working with patients with a personality disorder diagnosis and evidence of some 
increased team cohesion. The main rival explanation identified was the impact of 
changes to the composition of the staff and patient group. 
Conclusions: The systematic review findings highlight that current quantitative 
measures of social climate may not fully represent the construct. The conceptual model 
developed allows for generation of potential interventions to improve social climate. In 
the case study, staff reported positive perspectives of both MBT training and the case 
consultation sessions. The intervention did not appear to impact on patient motivation, 
though patients reported positive changes in staff behaviour. The case study method was 
seen as applicable to forensic mental health settings and provided interpretable data 
useful for analytical generalisations, and clinically in considering innovations to practice.  
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Lay Summary of thesis 
 
This thesis is in three parts and is focused on the social climate of inpatient forensic 
mental health settings. Social climate is a term that describes the atmosphere of a ward. 
The first part is a systematic review, which looked for published research examining 
social climate of inpatient forensic mental health wards through staff and patient 
descriptions of their experience. This review identified 20 research papers that described 
social climate from a mixture of staff and patient accounts. 22 themes related to social 
climate were identified in these papers. These themes were combined to form a model 
to describe social climate. This model identified ten factors as being part of social 
climate. The findings of the study suggest that it is possible to change and influence the 
social climate of inpatient forensic wards.  
The second part of the thesis examined the usefulness of the case study method for 
examining interventions in forensic mental health settings. This study talked about the 
decisions made by the researcher in the case study of the low secure ward. This paper 
shows that case study methods are acceptable to staff and patients and can provide 
detailed information on how changes to practice occur. 
The third part described the case study of a low secure inpatient forensic mental health 
ward. This case study looks at the impact of a training course and staff group based on 
a psychological approach called Mentalization Based Treatment (MBT). The proposed 
effect of this intervention was to improve the social climate, increase patient motivation, 
reduce staff stress and improve staff attitudes. The case study data was collected over 
12 months and included questionnaires; interviews; observations; and routine data. 
Many of the measurements of the ward were positive at the start of the study, and these 
were mostly maintained at the end of the study. Staff reported that the training was 
helpful and that the staff group was a good place to talk about their experiences of 
working on the ward. Staff were found to have increased enthusiasm for working with 
patients with personality disorders. There were no changes found in patient motivation. 
Apart from the intervention, other factors that influenced the ward included changes in 
staff and changes in the patient group.  Overall the study indicates that the intervention 
may have had a positive impact on staff resilience.   
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Outline of thesis 
 
This thesis is in three parts. The focus of the thesis is on inpatient forensic mental health 
wards, on how they function and how they may potentially be influenced for the positive 
benefit of patients and staff.  The concept of social climate is central to this thesis, it is 
the focus on the systematic review and a key measurement in the primary research paper. 
Social climate broadly refers to the experienced atmosphere of a setting, and has had 
periods of research focus over the last 50 years, most notably in therapeutic community 
and milieu therapy traditions.  
The systematic review seeks to understand and synthesise the perspectives of staff and 
patients in forensic mental health wards on the components of social climate, through 
the best-fit framework synthesis method. This review led to some suggestions on the 
means through which social climate could be influenced. 
There are challenges to implementing and researching interventions in forensic mental 
health settings. One potential method to research interventions is the case study method. 
The second paper in this thesis describes the decisions that come after deciding to use 
the case study method to examine an intervention, illustrated with reference to the 
primary research study. The case study method does not allow for generalisations in the 
same way as “harder” research designs, though it does allow for an understanding of 
contextual factors that are likely to impact on the success of implementation of any 
practice development. 
The primary research paper describes an intervention based on mentalization based 
treatment. The intervention involved staff training for all members of staff on a low 
secure mental health ward, followed by two-weekly case consultation sessions led by an 
external facilitator based on developing mentalizing skills. The outcomes of the case 
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Social climate is a commonly evaluated aspect of inpatient forensic mental health 
settings. However, there is little clarity in the literature on the components of social 
climate. To identify these components, qualitative studies of staff and patient 
experiences of social climate were systematically reviewed using best fit framework 
synthesis. An a priori framework was developed based on nine existing models of 
social climate. A systematic search identified twenty studies of sufficient quality to be 
included in the review. These studies included staff and patient perspectives across all 
levels of inpatient forensic settings. In all twenty-two themes were identified in the 
review papers. From these themes, a model of social climate was developed. Ten 
factors were identified as part of the social climate, including the physical 
environment, therapeutic relationship, care and treatment orientation, the secure base 
and six aspects of the ward environment. The findings indicate that common measures 
of social climate may not fully represent the construct. Themes related to the patient 
group, the staff group and system level factors were identified as influencing social 
climate. The model described allows for consideration of interventions to positively 




 Social climate was defined as a multifactorial construct with ten factors 
 Existing measures do not account for all aspects of social climate 
 Patient, staff and system level factors can influence the social climate 
 Social climate contains dimensional constructs potentially amenable to intervention 
 





Although social climate has been a concept in inpatient mental health research for over 
50 years the essential elements of the construct remain unclear (Brunt & Rask, 2007). 
The variety of terms used to describe the ‘quality’ of the environment, such as 
therapeutic milieu, ward atmosphere and social environment (Brunt & Rask, 2007) is in 
part due to the interest in social climate across several disciplines including psychology 
(Moos, Shelton, & Petty, 1973), psychiatry (Clark, 1974) and nursing (Peplau, 1989). 
The current study will use the term social climate, referring to both the physical 
conditions of the ward, as well as the context and the social relationships between its 
members. Social climate can be seen as a dynamic characteristic of inpatient settings 
that influences or impacts upon the members of the ward, both staff and patients (Milsom, 
Freestone, Duller, Bouman, & Taylor, 2014). 
Social climate is not synonymous with organisational culture (Duxbury, Bjorkdahl, & 
Johnson, 2006) which can be seen as “the way we do things around here” (Miller, 2015, 
p.74) and describes the organisation, management and informal structures that surround 
the functioning of the ward. While the culture of the ward is likely to impact on the 
social climate, the concept covers the social and emotional experience of the ward 
(Schalast, Redies, Collins, Stacey, & Howells, 2008). Similarly, the presence of a safe 
environment is important, though does not appear to be sufficient for a positive social 
climate. Social climate has been linked with levels of violence (Cutcliffe & Riahi, 2013; 
Nijman, 2002; Ros, Van der Helm, Wissink, Stams, & Schaftenaar, 2013). Furthermore, 
a recent systematic review of qualitative studies identified safety and security as a 
condition necessary for recovery in forensic mental health care (Shepherd, Doyle, 
Sanders, & Shaw, 2015). Social climate may be better understood as a multifactorial 
construct, which in forensic settings includes: safety from violence, supportiveness of 
therapeutic gain, and provision of opportunities for personal growth (Tonkin, 2015). 
The breadth of the construct of social climate is also unclear. Moos’ (1989) definition 
of social climate sees it as one of five factors within the dynamic system of inpatient 
psychiatric care, along with the physical environment, organisational structure and both 
staff and patient characteristics (Brunt, 2008). However, therapeutic milieu traditions 
include the physical and organisational structures as part of social climate or therapeutic 
milieu (Mahoney, Palyo, Napier, & Giordano, 2009). Theoretical perspectives and 
intervention strategies related to social climate include therapeutic community (Haigh, 
2013) and milieu therapy approaches (Gunderson, 1978), that see the structure and 
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environment as the means to engender change  Therapeutic community approaches have 
been utilised in both prison and hospital settings (e.g. de Boer-van Schaik & Derks, 2010) 
and variations in the relative focus of different aspects of social climate are seen as 
indicative of different types of treatment environments. It has also been suggested that 
different populations benefit from different treatment atmospheres (Duxbury et al., 
2006).   
1.1. Social climate in forensic settings 
The focus on social climate, both in research and clinical practice has changed over time, 
with therapeutic milieu approaches being supplanted by a focus on individual treatments 
(Duxbury et al., 2006; Oeye, Bjelland, Skorpen, & Anderssen, 2009). Despite this, social 
climate may be particularly relevant to forensic mental health settings, which can be 
highly structured and are often characterised by long-stay, static populations (Willmot 
& McMurran, 2013). Within forensic settings, a balance between security and therapy 
is often evident (Jacob, 2012). This dual focus, which incorporates the need to maintain 
awareness of the potential for community harm, may lead to difficulties in maintaining 
a recovery focus, over and above difficulties experienced in different areas of the mental 
health system (Mann, Matias, & Allen, 2014; Shepherd et al., 2015). The physical 
security of forensic settings (such as a 17 foot high fence;  C. Taylor, 2011) may also 
impact on the social climate. Most patients are involuntarily detained, and in a UK 
context their treatment may also be subject to governmental oversight, which can lead 
to a sense of powerlessness in patients (Livingston, Nijdam-Jones, & Brink, 2012).  
Whilst social climate has been researched over the last 50 years, there is a lack of 
conceptual clarity around the components and factors that influence social climate. In 
both research and clinical practice, the range of theoretical perspectives of social climate 
and lack of a shared definition has led to a somewhat unbounded concept. This can be 
evidenced by the range of descriptive studies (for review see: Tonkin, 2015) and the 
limited number of intervention studies based on social climate. A source of evidence 
that may add to the conceptualisation of social climate is qualitative literature.  For the 
majority of the time where social climate has been a topic of research forensic service 
users’ voices were largely absent from the research literature (Coffey, 2006). However, 
there has been a growth in research in forensic settings giving voice to service user 
perspectives (e.g. Clarke, Lumbard, Sambrook, & Kerr, 2015; Shepherd et al., 2015). 
Given this source of evidence, returning to the perspectives of those who experience the 
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atmosphere to identify its constituent components would seem a first step towards 
solidifying social climate.  
Reviewing the qualitative evidence is also important due to the differences in coverage 
of the measures used in quantitative studies of social climate. The two most commonly 
used measures in Tonkin’s (2015) review are the Ward Atmosphere Scale (WAS) and 
the Essen Climate Evaluation Schema (EssenCES).  Do these measures accurately 
capture the extent to which a climate is therapeutic? Do they provide a basis for 
intervention to alter social climate? Tonkin (2015) suggests that further research to 
examine the theoretical construct of social climate is warranted to understand what is 
measured by current questionnaires. The WAS (Moos, 1989) has ten subscales, though 
it was developed over 50 years ago and may no longer be relevant to current forensic 
mental health environments (Rossberg & Friis, 2003; Schalast et al., 2008). In contrast, 
the EssenCES (Schalast et al., 2008) is a brief measure, developed as a screening 
instrument for forensic settings, with three subscales covering therapeutic hold, 
experienced safety, and patient cohesion and mutual support. Tonkin (2015) reviews the 
evidence for the convergent validity of both the WAS and the EssenCES and suggests 
that both are valid measures of social climate. 
However, the lack of definitional clarity and the wide range of measures used makes it 
difficult to compare findings. This is particularly evident when significant differences 
are found in studies comparing staff and patient experiences of a shared environment 
(Livingston et al., 2012; Long et al., 2011). Though this may relate to differing 
perspectives or measurement error, it may also be due to differences in the perceived 
therapeutic nature of the unit. This highlights a further difficulty in defining social 
climate, that is the extent to which the staff members’ experience of their working 
environment differs from the patient experience of care and confinement on the ward. 
The extent of measurement of social climate suggests we have moved beyond the 
perspective of the World Health Organisation’s (1953) view of social climate as 
intangible. However, a model describing the elements of social climate remains elusive 
(Brunt & Rask, 2007).   
1.2. Research Aim 
The review focused on qualitative studies of social climate in forensic mental health 
settings. Due to an identified lack of clarity in the definition of social climate the review 
sought to identify how the concept is described by patients and staff in forensic mental 
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health settings. The aim was not to identify an optimal social climate, but to develop an 
understanding of the factors of the shared environment that contribute to staff and patient 
understandings of social climate. It was expected that both helpful and unhelpful aspects 
of social climate would be identified in the literature.   
2. Systematic Literature review  
 
While there are many available methods to synthesise qualitative studies (Barnett-Page 
& Thomas, 2009; Dixon-Woods, Booth, & Sutton, 2007), as the current review seeks to 
examine the links between theory and lived experience framework synthesis was 
identified as the most suitable method. Framework synthesis allows for the development 
of a conceptual model of the phenomenon of interest (Carroll, Booth, & Cooper, 2011; 
Dixon-Woods, 2011) and has been identified as a means to inform health related 
decision making and practice, through identifying the likely sources of intervention 
(Barnett-Page & Thomas, 2009).  
‘Best fit’ framework synthesis is a two stage review process, with the first stage being a 
priori selection of an initial framework of themes (Figure 1; Carroll et al., 2011; Carroll, 
Booth, Leaviss, & Rick, 2013; Cooper, Squires, Carroll, Papaioannou, & Booth, 2010). 
A systematic approach to developing the initial framework reduces the risk of bias in a 
framework based on the authors’ prior experience or own theoretical preference (Booth 
& Carroll, 2015; Carroll et al., 2013). In the second stage of the framework synthesis, 
studies that meet the inclusion criteria for the main review are appraised, and then coded 
against the framework. Themes that do not fit within the framework are added to the 
framework through a process of interpretation similar to thematic analysis for primary 
research data (Booth & Carroll, 2015). From this final framework, a conceptual model 
is derived through synthesis of the relationships between the themes present in the 
framework. 
2.1. Identifying the Initial Framework 
A BeHEMoTH search strategy was used to identify models and theories for the 
framework (Booth & Carroll, 2015). The search terms relate to the Behaviour of Interest, 
Health context, Exclusions and Models or Theories, with each search string combined 
with the AND operator (Appendix A). The BeHEMoTH review search was limited to 
MEDLINE, and psycINFO. One potential difficulty with BeHEMoTH reviews is that 
the searches identify empirical studies which meet criteria for the main review, leading 
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to a circular process. Therefore, primary qualitative empirical papers in the area of 
interest of the review were not included in the development of the initial framework. To 
be considered for the conceptual framework the model, theory or framework had to 
provide an explanation of social climate in institutional settings. This was broader than 
the main review question to ensure that theories from other areas of mental health and 
prison settings were not excluded. Further papers were added to the initial framework 
review if they were cited in papers in the BeHEMoTH search, though not described with 




Figure 1: Summary of Framework synthesis review steps based on Carroll et al. (2013) 
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Figure 2: Flow Diagram for BeHEMoTH search 
In all, nine models were identified from eleven papers (Figure 2). There were five 
models developed in forensic settings and four from non-forensic settings. Three of these 
models were based on measurement instruments and were seen as relevant to the review 
question, as questionnaires are the primary means through which social climate is 
studied (Tonkin, 2015). Models of social climate based on the Ward Atmosphere Scale 
(WAS; Moos, 1989) were outlined in two articles (Brunt, 2008; Eklund & Hansson, 
2001).  The Essen Climate Evaluation Schema (EssenCES; Schalast et al., 2008) was 
described in two articles (Alderman & Groucott, 2012; Tonkin et al., 2012). The Prison 
Group Climate Inventory is described in one paper (PGCI; van der Helm, Stams, & van 
der Laan, 2011). An adapted therapeutic community model was described in one paper 
based on a Dangerous and Severe Personality Disorder unit (DSPD; C. Taylor, 2011). 
One paper described a model for forensic settings for individuals with intellectual 
disabilities, including both therapeutic community principles and processes related to 
Livesley’s (2007) recommendations for treatment of individuals with personality 
disorders (PD) (J. Taylor & Morrissey, 2012).  
Full-text articles excluded, with reasons  
(n= 30) 
Unavailable =    4 
No Model of social climate =  23 
Primary research article =  3 
Excluded title screen =   198 
Excluded abstract screen = 35 
Full-text articles assessed for 
eligibility  
(n = 41) 
Studies included in review framework  
(n = 11) 
Models included in framework         (n = 9) 
 
Records identified through database search 
(n = 283) 
 
Records identified through additional sources 
(n = 4) 
Records screened  
(n = 274) 
Foreign Language =  11 
Duplicates =   2 
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The Therapeutic Community model in non-forensic settings was described in two papers 
(Haigh, 2002, 2013). A World Health Organisation (WHO, 1953) report including 
recommendations on ward atmosphere was cited by two papers (Brunt, 2008; Haigh, 
2013). Oeye et al. (2009) reported on milieu therapy, which is entered in the framework 
based on Gunderson’s (1978) description of milieu therapy. A reconceptualization of 
milieu therapy - the optimal healing environment, is also entered into the framework 
(Mahoney et al., 2009). Though three models are based on a therapeutic community 
framework, all are included in the framework to allow for a more complete 
conceptualisation (Carroll et al., 2011). 
The concepts of these nine models were compared and combined to develop an initial 
framework of twenty themes (Table 1; Appendix B). No sorting or grouping of themes 
was completed at this point of the review. This was to reduce the level of interpretation 
at this stage, which would be more usefully applied once a final framework had emerged 
from the main literature review. The initial themes are described in Appendix B, with 




Table 1: Contribution of models to Framework themes
Framework  






















Involving (5) X  X X   X X  




Containing (4)   X X   X X  
Tolerance of Expression (3) X   X   X   
Empowerment (4) X X X X      
Focus on developing Life 
skills (2) 
X        X 
Personal development 
opportunities (6) 
X X  X X  X  X 
Safety (3) X     X X   
Organisational Structure (5) X X  X    X X 
Clarity of ward ethos (5) X X X X     X 
Staff control (4) X   X X  X   
Challenging of Difficulties 
(2) 
   X   X   
Physical Environment (2)     X    X 
Connectedness to 
Community (1) 
 X        
Validation (1)        X  
Occupation (1)  X        
Service Attachment (2)   X X      
Staff Therapeutic Orientation 
(3) 
   X  X   X 
Patient Motivation (1)    X      
External environment Factors 
(1) 





2.2. Search Strategy for qualitative synthesis 
The current study sought to increase specificity through use of an adapted SPIDER 
(Sample, Phenomenon of Interest, Design, Evaluation, Research type) search strategy, 
to overcome the limitations of PICO (Population, Intervention, Comparison, Outcome) 
in identifying qualitative or mixed methods research (Cooke, Smith, & Booth, 2012). 
PICOS models, incorporating study design, can provide greater specificity to target 
qualitative studies (Methley, Campbell, Chew-Graham, McNally, & Cheraghi-Sohi, 
2014). However, a SPIDER search strategy may provide a more relevant approach 
through further increasing specificity (Cooke et al., 2012).  
For the sample of interest three broad concepts were identified: social climate, forensic 
mental health and inpatient settings. To ensure broad coverage of relevant terms, 
systematic reviews of inpatient settings were examined to identify appropriate search 
terms (Hallett, Huber, & Dickens, 2014; Papadopoulos et al., 2012). Potentially non-
forensic terms ‘psychiat*’ and ‘mental*’ were included to maximise sensitivity 
(Appendix A). As SPIDER searches can have poor sensitivity Design, Experience and 
Research Type were combined using the OR indicator (Methley et al., 2014) and a wide 
range of databases were searched, through OVID (MEDLINE, psycINFO, EMBASE, 
Health management Information Centre (HMIC), Cochrane Library); EBSCOHost 
(CINAHL, PBSC, ERIC) and Proquest (PILOTS, ASSIA, Social Services Abstracts). 
Grey literature was also searched through OpenGrey, Proquest: Dissertations and Theses 
Global and Sociological Abstracts. The reference lists of included papers were hand 
searched to identify any additional articles.  
2.3. Inclusion and Exclusion Criteria 
Studies were included in the review if they reported on qualitative analysis of the lived 
experience of service users or staff members in forensic mental health inpatient settings. 
The review aimed to identify studies which reported on perspectives of the ward 
atmosphere or social climate. Both peer reviewed empirical work and doctoral theses 
were considered for inclusion in the review. Only studies in English were considered. 
Studies reporting on quantitative data, studies based in settings not explicitly identified 
as forensic mental health and studies on non-adult samples were excluded. Studies 
concerning community based samples, reviews, conference abstracts, dissertations and 
letters to the editor were also excluded.  
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Due to the lack of conceptual clarity around social climate, studies which were not 
explicitly seeking perspectives on social climate were included if their focus was on 
aspects of the treatment setting rather than on internal factors, illness factors or 
structured therapeutic input. Qualitative studies identified during title screening as 
assessing perspectives on aggression, violence, hostility and recovery in forensic mental 
health settings were reviewed at the abstract or full text level to ascertain if they provided 
coverage of themes related to the a priori framework. Studies which assessed the impact 
of single factors such as; respect (Rose, Peter, Gallop, Angus, & Liaschenko, 2011) or 
experiences of trauma (Rossiter, 2015) were excluded at the full text review level as 
their specific focus was not seen to not assess the review question (Appendix C).  
A data extraction form incorporating quality criteria was developed (National 
Collaborating Centre for Mental Health, 2007) (Appendix D). Papers were appraised 
using bespoke quality criteria based on the Cabinet Office Framework (Spencer, Ritchie, 
Lewis, & Dillon, 2003) and Critical Appraisal Skills Programme (2014) tool for rating 
quality of qualitative research. Consideration was given to quality of reporting of items 
on study design, participant selection, method of data collection and analysis method 
(Carroll, Booth, & Lloyd-Jones, 2012). The final quality assessment contained 12 items 
covering study design, analysis methods, findings and reporting quality. Each item was 
rated on a three point scale: not covered (-); adequately covered (+); and fully covered 
(++). The quality criteria aimed to examine the study design, the rigour with which 
studies were conducted, as well as the credibility of claims (Spencer et al., 2003). Studies 
with low reporting quality (5 or more criteria not covered) were excluded from the 
review to ensure trustworthiness of findings. Where two search results referred to the 
same data set, papers in peer reviewed journals were given priority and rated for quality, 
for example, a record based on thesis results and a later published empirical article (E.g. 





Figure 3: Flow diagram for qualitative synthesis 
3. Results 
22 studies met the inclusion criteria (Figure 3). Two papers were excluded based on low 
reporting quality (Barsky & West, 2007; Riordan & Humphreys, 2007) leaving 20 in the 
final review (Table 2). Riordan and Humphreys (2007) did not report on the analysis 
methods used, while Barsky and West (2007) provided insufficient detail on the design 
of the study and method of data collection. The two excluded papers did not contain any 
themes or perspectives related to social climate that were not captured in the included 
studies. The included studies were from UK (n=9), Sweden (n=5), Canada (n=2), 
Australia, New Zealand, Belgium and South Africa (each n=1). The studies were drawn 
from a range of settings across forensic mental health including high security hospitals 
(n=9) and medium secure units (n=5). Two studies reported on data across medium and 
low levels of security (Barnao, Ward, & Casey, 2015a; Long, Knight, Bradley, & 
Additional records  
(n = 2) 
Full-text articles excluded, 
with reasons (Appendix C)  
(n = 59) 
Does not address 
Social Climate =  31 
Non-Forensic Setting =  14 
Duplicates study =  4 
Not Qualitative =  5 
Not available =  3 
















Title screen (n = 3756) 
Abstract screen (n = 842) 
Full-text articles 
assessed for eligibility  
(n = 79) 

















Records after duplicates 
removed  
(n = 4752) 
Records screened  
(n = 4675) 
Foreign Language 
(n = 77) 
Records identified through 
database search  
(n = 5674) 
28 
 
Thomas, 2012). Four papers did not provide specific information on the setting. Within 
the sample, four papers identified specific Personality Disorder services (Abel, 2012; 
Kurtz & Jeffcote, 2011; Millar, 2011; Sainsbury, Krishnan, & Evans, 2004). No samples 
related to intellectual disability patients were assessed as meeting the inclusion criteria. 
Both staff and patient voices were present in the included papers. The papers explored a 
range of constructs, including social climate, recovery, violence and aggression, 
motivation, hostility and the task of nursing. 
11 studies reported on patient perspectives. Seven studies reported on staff perspectives. 
Two studies reported both staff and patient perspectives.   In all 676 participants’ views 
are reflected in the review, incorporating 221 patients (Male = 167; Female = 53; 1 not 
recorded) and 454 staff (Male = 273; Female = 160; 19 not recorded). Most studies 
ranged in number of participants from 6 – 30 with the exception of two survey studies 
with samples of 139 (Rask & Aberg, 2002) and 246 (Brunt & Rask, 2007). Studies 
mainly utilised individual interviews (n=16), though focus groups (n=2) and surveys 
(n=2) were also used. A range of analysis methods were utilised across the data including: 
thematic analysis (Braun & Clarke, 2006) (n=7); Grounded theory (Charmaz & Smith, 
2003) (n=4); content analysis (Graneheim & Lundman, 2004) (n=4); Interpretative 
Phenomenological Analysis (Smith, 2004) (n=2); Reflective Lifeworld Approach (Karin, 
Nyström, & Dahlberg, 2007) (n=1); Tesch’s open coding (Hsieh & Shannon, 2005) 
(n=1); Interpretive Descriptive approach (Thorne, Kirkham, & O'Flynn-Magee, 2004) 
(n=1).  
3.1. Refining themes 
Nineteen of the initial factors in the framework were supported by the study data (Table 
3, Table 4). The theme focus on developing life skills was not identified in the papers 
and so was removed from the final review. The data suggested that initial definitions 
should be revised for several themes (Table 4). The theme supportive, captured 
perspectives related to both the therapeutic relationship and mutual support.  Seventeen 
of the reviewed papers identified a primacy of the therapeutic relationship, both directly 
as part of social climate and as a facet of the experience of recovery, motivation and 
aggression. However, supportive also incorporated experiences of mutual support 
between patients, present in ten studies, suggesting that separate themes of the 
therapeutic relationship and mutual support may more accurately describe the data. The 
theme of tolerance of expression, which in the initial framework described therapeutic 
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community concepts of open expression (Haigh, 2002) was only supported in the model 
by descriptions of tolerating diversity and individuality (Long et al., 2012). 
Consequently, this theme is refined to tolerance of diversity. The theme of service 
attachment was cited in one study (Millar, 2011). The theme was renamed secure base 
to reflect this account. The theme of personal development opportunities, which in the 
framework described a range of therapeutic actions, was described in the model in terms 
psychological and medical interventions and so was redefined as formal treatment.  
In addition, five papers reported themes that were not coded in the initial framework: 
person centred approach, respecting individuality, treating service user as a whole 
person, collaboration in care, and gender (Barnao et al., 2015a; Long et al., 2012; Millar, 
2011; Tapp, Warren, Fife-Schaw, Perkins, & Moore, 2013; Wright, Duxbury, Baker, & 
Crumpton, 2014). Through a process of thematic analysis the framework themes of 
person centred approach and the role of gender were identified (Carroll et al., 2013). 
Definitions of these themes are provided in Table 3. The review data associated with 
gender is further described under the heading Attitude to diversity, cultural and gender 










Aims Design, methods Main Findings Quality 
Rating 






To provide insight into the 
experiences of staff 
working with patients with 
personality disorders in a 
secure inpatient 
environment 
N = 8 
Interviews with Nursing 
staff analysed using IPA. 
Four superordinate themes, each with subthemes.  
The diagnosis: Interest and identification, Assumption of early 
experiences, Value of a label 
Language and Communication: Finding the ‘right’ way to 
communicate, Language and reflection,  
Roles on the ward: Responsibility and control, Expectations, Risk 
and safety  
Difficulties and challenges: Boundaries, Perceptions and the 
impact of emotions, The Team 
 
++ 
2 Barnao et 





and an open 
rehab ward  
Patient 
To explore the lived 
experiences of a group of 
service users undergoing 
rehabilitation in a forensic 
hospital. To understand the 
key issues regarding 
rehabilitation from the 
perspective of service users 




N = 20  
Thematic analysis of 
semi structured 
interviews with 17 male 
and 3 female patients all 
resident for at least six 
months within the service 
Four external themes:  
Person-centered approach 
Nature of relationships with staff 
Consistency of care 
Awareness of rehabilitation pathway 
Three internal themes: 
Self-evaluation 
Agency 
Coping strategies: passive (compliance and disengagement) and 
active (problem-focused and emotion-focused coping) 
 
++ 










To contribute to the body of 
knowledge on ward 
atmosphere/milieu in 
psychiatric settings 
N = 139  
N = 35 patients (12 
female)  
N = 104 staff (39 female) 
Manifest content analysis 
of a survey  
Internal or central characteristics emanating from the ward 
itself: (1) pre-conditions for inter 
 
 relations; (2) Interpersonal relations; (3) order, organization and 
rules; (4) feeling good/feeling secure:  
External influences emanating from outside the ward itself: 
(1)staff—qualifications and organization; (2) treatment and pre-
conditions for treatment 










Aims Design, methods Main Findings Quality 
Rating 







To describe patients’ 
experiences of their life 
situation in forensic 
psychiatric wards, with a 
focus on care, experiences 
of care and perspectives on 
the components of care.  
N = 11 
6 male and 5 female 
patients completed 
interviews analysed 
using a Reflective 
Lifeworld Approach.  
non-caring care;  
pockets of good care;  
strategies;  
a struggle against resignation;  












To understand how fear 
influences nurse–patient 
interactions in a forensic 
psychiatric setting. 
N = 18  
13 female and 5 male 
staff members 
interviews, analysed 
using grounded theory 
Four themes, with the theme of othering linked to the other three 
themes as the basic social process through which the ward 
functions.  
Context; Nursing Care; Fear; Othering 
 
++ 








Disorder Unit  
Staff 
To understand the 
relationship between staff 
members’ experiences of 
external factors, the 
organisation & the wider 
environment and 
experiences resulting from 
the nature of the clinical 
task and contact with 
patients.  
 
N = 25 
13 male; 12 female 
Grounded theory study of 
semi-structured 




Overarching Theme: ‘Everything contradicts in your mind’  
Experience of the Clinical Task  
Difficulty in achieving task integration 
Motivation to build relationships, work through difficulty and bring 
about change 
Minimal sense of risk and anxiety at the centre 
Experience of the Organisation 
A distant and difficult relationship with Outside 











To identify service users’ 
views of components of an 
effective therapeutic milieu 
for women in secure 




Thematic analysis. Two 
focus groups with 19 
female patients. Focus 
group sessions were led 
by a service user and 
service user involvement 
worker 
11 categories were identified across five themes:  
Interpersonal relationships (a) Key points of contact (b) 
Therapeutic relationship/trust (c) Personal qualities and attitudes of 
staff 
Treatment programming (a) Treatment planning (b) Motivational 
treatment engagement (c) Pacing and delivery of treatment (d) 
Emphasis on physical & mental health needs  
Empowering patients (a) Respecting individuality (b) Facilitating 
the patient voice 









Aims Design, methods Main Findings Quality 
Rating 







To consider the past 
experiences of therapeutic 
group-work and the 
impact/influence of the 
participants’ previous 
relationships with 
practitioners on their 
choices regarding 
engagement in treatment 
 
N = 11 
Male inpatients 
interviewed using semi-
structured protocol with 




Six themes, with an interwoven theme of the culture of the 
environment 
Motivation 
Content of group-work 
Choice 
Expected outcomes 
External locus of control 
Relationships 
++ 






To capture the views of 
patients on the  
interpersonal and contextual 
factors that contribute to 
aggressive behaviour 
N = 27 
22 male and 5 female 
inpatients. Content 
analysis of five 
audiotaped focus groups 
Five themes of factors that influence aggression:  
The environment; Empty days; Staff interactions; Medication 
issues; Personal characteristics of the patients themselves:  
 
Effective management strategies: 
Early Intervention: Dealing with aggressive patients; Activities to 







Secure PD unit 
Staff 
To develop an explanatory 
model for staff working in 
secure units for women 
diagnosed with personality 
disorder 
N = 11 
Staff members completed 
a semi structured 
interview, analysed using 
grounded theory 
Developed an explanatory model incorporating the five identified 
themes and accompanying subthemes.  
Balancing Tensions: Negotiating service factors; Making links 
with the external world; Managing emotional impact of work 
Secure Base: Creating a homely environment; Recovery culture 
and allegiance; Working as a team 
Therapeutic Relationship: Way of being; Treating service-user as 
a whole person; Being alert 
Initiating recovery; Service-user inputting into their recovery; 
Timing; Working alongside 
Nurturing Recovery: Future orientation; Enabling and 










Aims Design, methods Main Findings Quality 
Rating 
11 Nijdam-







To understand the qualities 
of the service in a forensic 
hospital that were identified 
as being important and 
meaningful to recovery and 
to investigate if social 
bonding theory was a useful 
framework 
 
N = 30 




Five themes identified 
 (1) involvement in programmes; (2) belief in rules and social 
norms; (3) attachment to supportive individuals; (4) 
commitment to work-related activities; (5) length of stay in 
hospital. 
Themes 1-4 linked to social bonding theory (Hirschi, 2002) 
 
+ 









To describe forensic 
nursing staffs’ perceptions 
and experiences of forensic 
psychiatric patients turning 
towards recovery 
N = 13 








Overall theme of Promoting a turning Point:  
Three subthemes:  
Experiencing the start of a transformation 
Being responsive and adaptable 















To understand forensic 
inpatients’ perceptions of 
factors believed to 
contribute to a decreased or 
increased risk of violent 
behaviour. 
N = 13 




which were analysed 
using an interpretive 
description approach 
Three themes identified each with three subthemes.  
1) staff's attitudes and actions: Availability of psychiatric nurses; 
Being met with respect or nonchalance; Patients' perception of 
staff´s ability to manage conflicts 
2) patients' insight and actions: Being insightful and managing 
the situation; Dealing with aggression; Attending to signs of 
warnings 
3) Interactions in the health care environment: Experiences of 
the physical environment; Being co-creator of the psychological 
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To investigate forensic 
nurses’ perspectives of how 
nursing care could 
contribute to improved care, 
and which knowledge they 
regarded as necessary in 
order to meet demands 
N= 246 
Mixed methods study 
using a questionnaire 
with a sample of 246 
forensic (171 male) 
nursing staff. Analysed 





Four categories were identified with ten sub categories.  
Humanistic basis in nursing care: (a) Basis of nurse–patient 
interaction; (b)The view of the patient’ 
Organisation of care (a) nursing care oriented organisation; (b) 
clinical supervision (c) Personal and professional network 
The nurses’ need for knowledge: (a) Further education with focus 
on nursing care-specific issues (b) Knowledge about treatment 
modalities (c) Documentation 
Essence of the nurses’ work: (a) Create meaning in daily life; (b) 
Nurses personal recourses and tacit knowledge 
+ 
15 Sainsbury 






Hospital,   
Patient 
To identify the aspects of an 
inpatient forensic 
Personality Disorder 
Directorate that influence 
the patient’s motivation to 
engage in treatment. 
 
N = 6 
Semi structured 
interviews with male 
inpatients analysed using 
grounded theory 
Seven dimensional themes:  
Support: encouragement to engage in treatment; encouragement to 
remain in treatment; help with difficulties; feedback 
Treatment: waiting for treatment; relevance of assessment process; 
coaxing it out safely (the therapist’s approach); preparation for and 
support during treatment; treatment content; exposing 
vulnerabilities 













To explore perceptions of 
experiences in high security 
that had helped or hindered 
progress to discharge 
N=12 
Thematic analysis. 
Interviews with 12 male 
patients close to 
discharge. 
Eight Themes identified: Temporary suspension of 
responsibility; Collaboration in care; Learning from others; 
Talking therapies; Supportive alliances; Living in a non-toxic 
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To explore and describe 
psychiatric nurses’ lived 
experience of hostile 
behaviour by patients in a 
forensic ward, and make 
recommendations for nurse 
managers to empower 
psychiatric nurses in the 
forensic ward. 
N=9 
7 male and 2 female staff 
interviews with data 
analysed using Tesch’s 
open coding method 
Five themes identified:  
Challenges in therapeutic relationships with patients: 
ineffective communication; unpredictable behaviour; frustrated 
aspiration 
Fear related to threats from the patients: Verbal aggression, 
physical aggression 
Disempowerment related to lack of recognition; lack of 
sufficient knowledge and skills; Shortage of male nurses; 
Lack of support by management 
Emotional and physical distress:  
Defence and coping mechanisms to maintain mental health: 
Suppression; Rationalization; displacement; use of 
cigarettes/alcohol 
+ 









To understand how 
mentally ill offenders, 
experience their admission 
and treatment. To 
understand the differences 
in service users’ 
experiences of medium-





16 males and 1 female 
participated with 13 from 




using Thematic Analysis 
Seven themes of the participants’ experiences in treatment settings: 
The feeling of lacking control,  
The pressure to perform,  
Their label of interned Mentally Ill Offender (MIO) 
The feeling of responsibility and trust 
Privacy 
Staff 
Living with other MIOs. 
+ 








To explore the views of 
patients with a diagnosis of 
personality disorder on the 




Interviews with 12 male 
patients, all of whom 
were identified as having 
made progress in therapy 
Themes relevant to social climate were grouped under 
superordinate themes of the process of change:  
Self: staff members giving accurate feedback on participants’ 
behaviour, demonstrating trust in them and showing care and a non-
judgemental attitude.  
Other people: Other people listening to them, being reliable, 
helping with problem solving, self-disclosure and demonstrating 
trust.  
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This study aimed to identify 
nursing staff and patients 
attitudes to the management 
of violence and aggression 
within a high security 
hospital 
N =18 
10 staff (7 male, 3 




using thematic analysis 














Table 3: Final themes following literature review  
*indicates change from the a priori framework 
Themes  Definition 
Challenging of 
Difficulties 
Mechanisms through which patients receive feedback and are 
challenged on their behaviour 
Clarity of ward 
ethos 
The shared understanding of how the ward approaches the task of 
care and treatment.  
Connectedness to 
Community  
The means through which contact with the outside world (family, 
friends, community) is facilitated 
Containing The nature of the ward as containing of difficult emotional 
experience and as a space where difficult experiences can be 
understood 





The systemic factors that can impact on the functioning of the ward.  
Formal 
Treatment* 
Availability of interventions to facilitate personal development 
Gender The extent to which male and female voices are heard on the ward 
Involving Patients are involved in the running of the ward and feel part of the 
ward 
Mutual support* The nature of the relationship between patients on the ward and 
opportunities for mutual support 
Occupation The provision of meaningful and purposeful activity 
Organisational 
Structure 
The structure of the staff team and the available mechanisms for 
staff support 
The procedures and formal structures of how the ward runs 
Patient 
Motivation  
The internal motivation of the patient 
Person-Centred 
Care 
The extent to which care in seen as collaborative and holistic 
Physical 
Environment 
The nature of the ward physical environment and the extent to 
which it is experienced as therapeutic and comfortable 
Safety The experience of personal safety on the ward 
Secure base* The role of the ward as a secure base, a place where patients are 
accepted 
Staff control The means through which staff exercise control in the ward 
environment 
The extent of staff control behaviours. 
Staff Therapeutic 
Orientation 
The level of focus of staff members on their caring role 
Therapeutic 
relationships* 
The extent and nature of staff-patient relationships  
Tolerance of 
Diversity* 
The ward respects difference 
Validation Actions that affirm the individuality of the patient and acknowledge 
their personal experiences.  
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Table 4: Themes identified for each study 
Themes  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 # 
Challenging of Difficulties               x x   x  3 
Clarity of ward ethos x x    x x   x         x  6 
Connectedness to 
Community  
         x x   x  x     4 
Containing               x      1 
Empowerment  x  x   x x  x    x  x  x  x 9 
External environment 
Factors 
     x        x       2 
Formal Treatment*  x x    x x   x  x  x x     8 
Gender                    x 1 
Involving   x x      x   x  x      5 
Mutual support*   x     x x  x x x  x x  x x  10 
Occupation   x x     x  x   x  x    x 7 
Organisational Structure x  x x  x    x x x x x   x   x 11 
Patient Motivation   x  x   x x  x x  x  x   x   9 
Person-Centred Care  x     x   x      x     4 
Physical Environment   x  x    x x   x     x   5 
Safety x  x  x x x  x x   x  x x x    11 
Secure base*          x           1 
Staff control x   x     x x   x    x   x 7 
Staff Therapeutic 
Orientation 
x x x x x x x  x x  x x x x  x x  x 16 
Therapeutic relationships* x x x x   x x x x x x x x x x  x x x 17 
Tolerance of Diversity*       x              1 
Validation x x  x x x        x       6 
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3.2. Conceptual model of social climate from synthesis 
To develop a conceptual model the framework was examined for linkages across themes 
and across studies (Carroll et al., 2011). This led to an initial grouping into factors that 
appeared to occur at a systemic/cultural level, staff factors, patient characteristics and 
shared factors (Appendix E). The conceptual model that emerged from the data 
contained five different areas relevant to social climate: the system, the staff team, the 
patients, the ward (the shared space) and the physical environment (Figure 4). These 
areas were linked through the processes of the secure base, the therapeutic relationship, 
and care and treatment orientation. The model aims to describe both the facets of social 
climate of forensic inpatient settings, as well as the wider factors that operate on the 
social climate.  
The three processes of secure base, therapeutic relationship and care and treatment 
orientation as well as the ward level factors and physical environment are seen as the 
core of social climate in the model. Ward level factors include involvement, consistency, 
safety and mutual support; the social and emotional experiences of the ward (Schalast 
et al., 2008). These dimensional constructs are open to influence by staff and patient 
characteristics. Hence, the shared ward environment is contingent on the functioning of 
the wider model factors, including the staff team and the patient group (Hörberg, Sjögren, 
& Dahlberg, 2012; Olsson, Strand, Asplund, & Kristiansen, 2014). The physical 
environment and availability of suitable interventions, including therapies and 
meaningful activity are more concrete, though facilitated by wider systemic factors such 
as staff training and patient motivation (Brunt & Rask, 2007; Long et al., 2012; 
Sainsbury et al., 2004; Tapp et al., 2013).  
The three processes are dynamic and the nature of each of the processes is seen as an 
aspect of the social climate of the ward. The secure base, can be seen as the necessary 
setting conditions from which the social climate is created. The extent to which the ward 
functions as a secure base is related to the functioning of the staff and patients as well 
as to the functioning of the system.  The care and treatment orientation is impacted by 
systemic factors, in particular the extent of focus on security and risk management, and 
the extent of focus on recovery oriented approaches. These two approaches are not 
necessarily oppositional, though they can cause dilemmas for staff in both the 
therapeutic relationship and approach to care (Barnao et al., 2015a; Millar, 2011). The 
therapeutic relationship is related to the care and treatment orientation of the service, but 
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is also dependent on staff and patient characteristics. It is separated from the ward level 
factors in the model as the relationship is understood as an individual experience for the 
patient. 
 
(- - - represents experienced social climate, ↕ defines dimensional constructs,  denotes processes) 
Figure 4: Conceptual Model of Social Climate  
3.3. System Level Factors 
3.3.1. Ward Ethos 
Ward ethos, described in six papers, was seen as related to the staff team’s approach to 
care and treatment, though this was seen as determined at an organisational level. Ethos 
is related to the ward culture with a treatment orientated culture identified as a factor 
that differentiated mental health settings from prison (Willmot & McMurran, 2013). The 
lack of a shared model was identified as a source of frustration by patients due to this 
causing a lack of consistency in the staff approach (Barnao et al., 2015a). Patients 
emphasised that well planned treatment and discharge planning were important, 
alongside consistent staffing numbers (Long et al., 2012). Managerial support was seen 
as central to the development of recovery focused care (Millar, 2011), with a lack of 
clarity between recovery and risk management approaches at a management level seen 
to impact on staff members’ task integration (Kurtz & Jeffcote, 2011). Ward ethos is 
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linked to other areas of the model, and in particular can be seen as related to team 
cohesion and consistency.   
3.3.2. Organisational structure 
Organisational structure was identified in 11 papers and refers to ward procedures and 
staff supports in the functioning of the ward. This theme encompasses support structures 
including clinical supervision, space for reflection and training and development 
opportunities (Millar, 2011; Rask & Aberg, 2002; Tema, Poggenpoel, & Myburgh, 
2011). Having the right language to reflect, was identified as important (Abel, 2012; 
Millar, 2011). A flat organisational structure and knowledge of role are potential means 
through which the system acts to contain staff (Abel, 2012; Rask & Aberg, 2002). The 
structures and procedures of the ward link to the process of secure base, creating a 
structured institutional environment (Jacob & Holmes, 2011; Wright et al., 2014). A lack 
of organisational support and acknowledgment was reported to lead to difficulties in 
staff relationships, particularly between different professional groups, and low levels of 
containment (Abel, 2012; Kurtz & Jeffcote, 2011; Tema et al., 2011). Patients 
experience the organisational structure through rules and regulations, which can be 
experienced as disempowering (To, Vanheule, De Smet, & Vandevelde, 2015) and 
dehumanising (Meehan, McIntosh, & Bergen, 2006).  
3.3.3. The wider system 
The wider system, described in two papers, accounted for systemic factors that influence 
ward functioning based on the framework theme of External Environment Factors. The 
wider system could be seen as hostile and distant (Kurtz & Jeffcote, 2011), though 
external organisations were also identified as potential sources of support in planning 
discharge and maintaining family contact (Rask & Aberg, 2002). Education and training 
of healthcare staff was also identified within this theme (Rask & Aberg, 2002). External 
factors also influenced aspects of care and treatment; through restraining the extent of 
recovery as a care and treatment orientation (Millar, 2011); and through legal orders 
enforcing an indeterminate stay in hospital; reducing motivation and leading to 
hopelessness (Nijdam-Jones et al., 2015; To et al., 2015). 
3.3.4. Attitude to diversity, cultural and gender issues 
This theme contains gender (1 paper) and tolerance of diversity (1 paper). Gender was 
described as the value of having a female perspective in male dominated spaces (Wright 
et al., 2014) suggesting that traditional views of male staff as protective and authoritative 
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and female staff as maternal are prominent on forensic mental health wards (Jacob & 
Holmes, 2011).  Gender and diversity appeared to have a wider role than described in 
relation to the staff mix on feelings of safety and in suggestions that the need for control 
in forensic psychiatric nursing leads to a “masculization” of staff (Jacob & Holmes, 2011; 
Tema et al., 2011). Papers based on female only units described the value of culturally 
competent services that account for the needs of their client group (Long et al., 2012; 
Millar, 2011).  
3.4. Staff level factors 
3.4.1. Staff attitudes and characteristics 
Staff attitudes and characteristics was defined from the framework theme of staff 
therapeutic orientation, identified in 16 papers. Staff attitudes can be understood on a 
continuum with some attitudes promoting a positive social climate and some negatively 
impacting social climate (Olsson, Audulv, Strand, & Kristiansen, 2015). For example, 
Millar’s (2011) description of a “human approach” to care contrasts to the “non-caring 
care” and “security oriented care“ identified in some papers (Hörberg et al., 2012; Jacob 
& Holmes, 2011). This theme also illustrates the difficulty in defining a “good social 
climate” as aspects of care and treatment seen as useful by staff (e.g. psychiatric 
diagnoses; Abel, 2012) may be seen negatively by patients (Barnao et al., 2015a).  
The attitude and characteristics of staff were seen as the foundation of the therapeutic 
relationship (Brunt & Rask, 2007; Millar, 2011) and also influence the care and 
treatment orientation. Patients valued staff characteristics of consistency and respect 
(Barnao et al., 2015a); listening skills and empathy (Long et al., 2012); and having belief 
in the patient (Sainsbury et al., 2004). Negative staff characteristics included being seen 
as patronising and cynical (To et al., 2015); holding superior attitudes, being inflexible 
and lacking in empathy (Meehan et al., 2006). Staff characteristics were also relevant to 
self-care. Harmful processes to manage the impact of the work included suppression and 
displacement of emotions (Tema et al., 2011) suggesting the value of system level 
factors and team cohesion in promoting positive attitudes and coping strategies.  
3.4.2. Team Cohesion 
The factor of team cohesion was described in six papers within the framework theme of 
organisational structure. Team cohesion links to the process of the secure base through 
impacting on staff feelings of emotional safety (Kurtz & Jeffcote, 2011; Olsson et al., 
2014). Conflict was identified between professional groups in some papers (Abel, 2012; 
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Kurtz & Jeffcote, 2011), with effectiveness of team working seen to directly impact on 
the quality of care (Olsson et al., 2014; Rask & Aberg, 2002).  
3.5. Patient Level Factors 
3.5.1. Empowerment 
Empowerment, identified in nine papers, represents the extent to which patients 
experience a sense of agency and are given opportunities to make decisions. 
Empowerment was identified as a valued aspect of the treatment environment (Barnao 
et al., 2015a; Long et al., 2012; Mason & Adler, 2012). However, several papers 
described to a lack of agency, most notably Hörberg and colleagues (2012) description 
of forensic inpatient care as “a struggle against resignation”. A lack of control and a lack 
of rights were salient aspects of the patient experience (Barnao et al., 2015a; Hörberg et 
al., 2012; Mason & Adler, 2012) with patients feeling treated in a childlike way (To et 
al., 2015; Wright et al., 2014). However, while this external control was generally 
conceptualised as negative, one paper reported that patients valued a temporary lack of 
autonomy, due to the freedom from responsibility it offered (Tapp et al., 2013).  
Achieving autonomy was seen as a goal for patients and was generally defined as 
increased responsibility, respect for individuality and involvement in care and treatment 
plan (Barnao et al., 2015a; Long et al., 2012). Staff perspectives highlighted a desire to 
empower patients in a structured way, gradually increasing autonomy alongside 
increased trust (Millar, 2011; Rask & Aberg, 2002). This demonstrates the links between 
empowerment and the processes of care and treatment orientation and the therapeutic 
relationship.  
3.5.2. Motivation 
Patient motivation, reported in nine papers, was in part defined by a desire for freedom 
from the system of forensic care (Hörberg et al., 2012; Sainsbury et al., 2004). Some 
accounts of patient motivation indicated patients would do what is necessary to achieve 
discharge (Barnao et al., 2015a). Uncertainty about length of stay in hospital tended to 
reduce motivation (Nijdam-Jones et al., 2015; To et al., 2015). However, encouragement, 
validation, acknowledgement of effort and hope for the future were identified as 
important interpersonal factors that increased motivation towards recovery and 
engagement in treatment (Long et al., 2012; Mason & Adler, 2012; Millar, 2011). 
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3.5.3. Community Connection 
Community connection, reported in four papers, encompasses contact with family 
members, carers and the wider community. For patients, family support was a source of 
motivation and a key factor in recovery (Nijdam-Jones et al., 2015; Sainsbury et al., 
2004; Tapp et al., 2013). A holistic view of treatment was linked to building community 
or family supports, and the importance of family knowledge of the patient and role in 
post-discharge support was recognised (Barnao et al., 2015a; Nijdam-Jones et al., 2015; 
Rask & Aberg, 2002).  
3.6. Social Climate Factors 
3.6.1. Therapies  
Therapies, from the theme of formal treatment was described in eight papers. 
Medication and psychological therapies were the most commonly cited treatments. 
Medication was identified as a means to manage symptoms of mental illness and regain 
self-control (Tapp et al., 2013). Psychological therapies, including group and individual 
interventions, were seen as a way to develop new ways of coping (Nijdam-Jones et al., 
2015), though they could also lead to patients feeling vulnerable (Mason & Adler, 2012; 
Sainsbury et al., 2004). Patients highlighted a preference for an individualised approach 
to treatment rather than being placed into “one-size fits all” programmes (Barnao et al., 
2015a; Long et al., 2012).  
3.6.2. Meaningful Activity 
Meaningful activity, reported in seven papers, describes the framework theme of 
occupation understood in terms of personally meaningful activity (Kielhofner, 2002). 
Patients described their interests being supported as important, linking to a person 
centred treatment approach (Barnao et al., 2015a). Boredom and a lack of available 
activities were identified as a negative aspect of forensic mental health settings (Meehan 
et al., 2006; Wright et al., 2014). Meaningful occupation provided a route to autonomy, 
a source of personal meaning and opportunities for social interaction (Nijdam-Jones et 
al., 2015; Rask & Aberg, 2002; Tapp et al., 2013). 
3.6.3. Safety 
Safety was identified in 11 papers and could be seen as an outcome of other aspects of 
the social climate (Brunt & Rask, 2007). Staff were seen as responsible for safety, which 
could lead to dilemmas in providing care (Abel, 2012). Staff actions to maintain safety 
varied from valuing fear and alertness (Jacob & Holmes, 2011; Millar, 2011) to a sense 
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of physical safety supported by downplaying incidents of violence (Kurtz & Jeffcote, 
2011). Violence and aggression could have a negative impact on the therapeutic 
relationship, leading to mistrust, fear and anxiety in staff members (Tema et al., 2011). 
Patients also identified a need to be alert to both their own and other patients ‘warning 
signs’ in order to maintain safety (Olsson et al., 2015). For patients, safety was identified 
both in terms of safety from other people but also in terms of safety from the self (Long 
et al., 2012). Patients identified the role of procedures, de-escalation and clear 
boundaries in maintaining a settled environment (Tapp et al., 2013).  
3.6.4. Consistency 
Consistency was identified in four accounts across a range of framework themes 
including organisational structure, therapeutic relationships, and team cohesion. 
Consistency was seen at an individual level as ‘remaining the same’ (Abel, 2012) and at 
a ward level as consistency of approach and implementation of rules (Jacob & Holmes, 
2011; Long et al., 2012). For patients, inconsistency in approaches to care and a lack of 
follow though were identified as frustrations, while consistency provided a sense of 
security and predictability (Barnao et al., 2015a).  
3.6.5. Involvement 
Involvement, identified in four papers, refers to the patients’ experience of being 
included on the ward. The papers describing involvement varied from patients opting out 
of the shared environment (Hörberg et al., 2012), to patients identifying a sense of 
belonging through being granted responsibility or through experiences of influencing 
the social climate (Olsson et al., 2015; Sainsbury et al., 2004). Involvement was perhaps 
ideally described in participant descriptions of creating a “homely” normalised 
environment on a medium secure ward for women (Long et al., 2012).  
3.6.6. Mutual Support 
Mutual support amongst patients, described in ten papers, could generate optimism in 
the staff team and help maintain a tolerant atmosphere (Meehan et al., 2006; Olsson et 
al., 2015; Olsson et al., 2014). Supportive mutual relationships could also be a source of 
motivation, providing learning experiences and opportunities for personal growth 
(Mason & Adler, 2012; Sainsbury et al., 2004; Tapp et al., 2013). However, fellow 
patients could also be difficult and dangerous, and a source of stress in the ward 
environment (Meehan et al., 2006; Olsson et al., 2015; To et al., 2015). 
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3.6.7. Physical Environment 
The physical environment was identified in five papers. Privacy and the availability of 
personal space were significant aspects of the physical environment for patients (Brunt 
& Rask, 2007; Meehan et al., 2006; To et al., 2015). Patients expressed a preference for 
less ‘sterile’ environments (Long et al., 2012; Olsson et al., 2015). For staff, visibility 
and practical safety features were the sole aspect of the physical environment identified 
(Jacob & Holmes, 2011).  
3.6.8. Secure Base 
The secure base is described in Millar’s (2011) model of applying a recovery approach 
with women in a secure personality disorder service. Within the current model, the 
secure base is seen as an overarching feature of social climate developed through the 
system, staff and patient domains. Through the secure base, staff support structures, 
team cohesion, a shared culture and ethos and patient empowerment can contribute to 
the ward being identified as a place where staff can promote rehabilitation and recovery, 
and where patients can develop skills and work though difficulties. This containing 
function of the secure base is consistent with both milieu therapy and therapeutic 
community models of care (Gunderson, 1978; Haigh, 2013). 
3.6.9. Therapeutic relationship 
The therapeutic relationship between staff and patients, identified in 17 papers, was the 
most commonly identified theme in the review. ‘Good’ therapeutic relationships are a 
central aspect of a positive social climate, from both patient and staff perspectives. 
Aspects of the therapeutic relationship seen as important included; communication 
(Abel, 2012; Long et al., 2012), boundaries (Abel, 2012), trust (Barnao et al., 2015a; 
Long et al., 2012; Mason & Adler, 2012; To et al., 2015; Willmot & McMurran, 2013), 
respect (Barnao et al., 2015a; Brunt & Rask, 2007), containment (Sainsbury et al., 2004), 
empathy (Tapp et al., 2013) and validation (Hörberg et al., 2012; Jacob & Holmes, 2011). 
This links the framework themes of validation (6 papers) and containing (1 paper) as 
qualities of the therapeutic relationship. 
Staff interest and encouragement was seen to support recovery, while nonchalance or 
disinterest could be disruptive to the therapeutic relationship and patient motivation 
(Millar, 2011; Nijdam-Jones et al., 2015; Olsson et al., 2015; Sainsbury et al., 2004). 
For staff, developing therapeutic relationships required the presence of supportive 
colleagues (Olsson et al., 2014) and skills in engaging patients (Abel, 2012; Rask & 
Aberg, 2002). A particular skill identified was in challenging of difficulties (3 papers), 
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which was described in patient accounts as receiving corrective feedback from staff on 
behaviour in a supportive manner (Sainsbury et al., 2004; Willmot & McMurran, 2013). 
The constraints of the environment were also recognised as influencing the therapeutic 
relationships, in particular, the need to balance risk management and rehabilitation roles 
(Brunt & Rask, 2007; Jacob & Holmes, 2011).  
3.6.10. Care and treatment orientation 
Care and treatment orientation encompasses the themes of staff control (7 papers) and 
Person centred care (4 papers). Person centred care described the patient being part of 
an individualised treatment approach. This person centred approach includes having a 
shared understanding of treatment goals (Tapp et al., 2013) and involved patients having 
“care delivered in a way that was personal to them” (Long et al., 2012, p.572).  Person 
centred care was also seen as holistic, looking beyond offending and diagnosis (Millar, 
2011). The alternative to person centred care was seen as the “cookie cutter mentality” 
(Barnao et al., 2015a, p.1031) with staff making all decisions about care and treatment. 
Staff control could be exercised positively in relation to maintenance of safety in the 
ward, through setting limits and intervening at an early stage (Abel, 2012; Millar, 2011). 
Patients expressed frustration at the staff use of power to manage situations, through use 
of alarms and restraint, rather than through working alongside the patient (Olsson et al., 
2015; Wright et al., 2014). Care and treatment orientation, is influenced by the ward 
ethos and impacts on other themes in the model including: involving, empowerment, and 
the therapeutic relationship.  
3.7. Testing the synthesis 
The final stage of the synthesis was to review the model to assess the extent to which it 
reflected the framework. All 22 framework themes were included within the model. 
Challenging of difficulties, containing and validation are subsumed within the 
therapeutic relationship. The care and treatment orientation contained the themes of staff 
control and person centred care. Consistency is identified as an outcome of the 
organisational structure and care and treatment orientation and was drawn from these 
themes to describe an experienced aspect of social climate.   
Issues of low quality studies influencing the framework were overcome through 
excluding papers identified to be of inadequate quality (Carroll et al., 2012). The 
frequency with which themes were identified within the included papers can give 
confidence in their relevance to the conceptual model. The jurisdiction of studies is also 
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important to consider with the framework themes of challenging of difficulties and 
containing, and the model themes of secure base and Attitudes to diversity, cultural and 
gender issues only supported by UK based studies. As challenging of difficulties and 
containing are subsumed within therapeutic relationships in the conceptual model this 
does not appear to unduly influence the model. Secure base was described in an 
unpublished doctoral study (Millar, 2011). It would be prudent to consider the role of 
the secure base as tentatively supported, though conceptually it is a useful overarching 
theme to describe connections between themes and in understanding how wider factors 
influence the social climate. Attitudes to diversity, cultural and gender issues is only 
reflected in two papers (Long et al., 2012; Wright et al., 2014). However, tolerance of 
diversity would seem to be relevant in populations not represented in the current review, 
as well as for minority ethnic groups.  
The identified papers cover a range of levels of security from high security (e.g. Wright 
et al., 2014) to open rehab wards (Barnao et al., 2015a) and the papers include both male 
and female patients and personality disorder specific units. However, the lack of studies 
examining the lived experience of patients and staff from intellectual disability services 
is a limitation of the model. Intellectual disability samples may identify different aspects 
of social climate as important and may experience greater difficulties with the forensic 
mental health system than other groups (Howard, Phipps, Clarbour, & Rayner, 2015). 
Similarly, units for individuals with neuro-behavioural difficulties are not represented. 
Social climate is important in these settings, where operant based responses to positive 
and challenging behaviours are emphasised (Alderman & Groucott, 2012), perhaps 
suggesting the relevance of factors unrepresented in the current review.  
The model and framework only partially cover patient characteristics linked to social 
climate in quantitative studies, which include mental health diagnosis, gender, antisocial 
characteristics and risk status (de Vries, Brazil, Tonkin, & Bulten, 2015; Dickens, Suesse, 
Snyman, & Picchioni, 2014). In particular, patient mental health was not identified as a 
theme through the review process. This is surprising given the samples were drawn from 
mental health settings and mental health concerns are central to the patients’ hospital 
placement. References to unpredictability and volatility (Meehan et al., 2006; Tema et 
al., 2011) may reflect the impact of fluctuations in mental health though this is not 
explicitly addressed in accounts. In contrast a recent thematic synthesis of the causes of 
aggression in mental health settings identified that patient mental health was a primary 




Perhaps inspired by Coffey’s (2006) identification of an absence of service user views 
in forensic mental health, the current review found thirteen studies describing patient 
experiences in forensic mental health settings, with nine studies incorporating staff 
accounts. All but four of the included studies had been published since 2010, indicating 
a recent growth in qualitative investigation of social climate similar to the recent 
quantitative interest reviewed by Tonkin (2015). The initial framework drew from a 
range of models and questionnaires, leading to a broad perspective of social climate. The 
utility of the a priori framework can be seen in its ability to accommodate the majority 
of the data from the primary research studies.  
4.1. Social Climate 
Consistent with existing definitions, social climate was described as a multifactorial 
construct, with ten factors related to the physical, social and emotional of the ward 
(Schalast et al., 2008; Tonkin, 2015). The model maps onto Moos (1989) model of 
treatment settings with interlinked levels of physical conditions, staff, patient and system 
factors which influenced the social climate. These four wider domains are also described 
in a systemic model of violence and aggression on mental health wards (Cutcliffe & 
Riahi, 2013), though the emphasis in the systemic model is on factors that influence 
aggression, rather than the overall social climate. The model developed through the 
review process is consistent with factors identified as necessary for development of a 
caring approach in forensic mental health, highlighting the role of staff supports, such 
as reflective practice and staff availability (Hörberg, 2015).  
The relationship between patient characteristics and social climate is complex (Dickens 
et al., 2014). For example, de Vries and colleagues (2015) suggest that patients with very 
poor experiences of safety and support in the past may attribute even low levels of 
support in inpatient settings as positive. Acknowledgement of the adversity that patients 
may have faced prior to treatment highlights the potential negative impact of a restrictive 
and stern treatment environment, and the need for services to be sensitive to patients’ 
histories (Abel, 2012; Hörberg et al., 2012).   
4.2. Social Climate Interventions 
The need to balance security and therapy has a profound influence on the delivery of 
care in forensic mental health. This tension can impact on the therapeutic relationship, 
with the relationship building behaviours such as small talk contrasting with a need to 
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monitor patients and enforce rules (Gildberg, Bradley, Fristed, & Hounsgaard, 2012). 
Failure to manage these tensions can lead to ‘othering’ (having difficulty seeing the 
patient as a person) and a lack of care (Barnao et al., 2015a; Brunt & Rask, 2007; 
Hörberg et al., 2012; Jacob & Holmes, 2011; Tema et al., 2011). A shared model of care 
and opportunities for reflective practice are recommended approaches to overcome some 
of the difficulties in working with forensic patients (Hörberg, 2015; Moore, 2012), and 
may contribute to team cohesion and the secure base. Papers in the current review linked 
the absence of staff support with staff burnout and displacement of difficult feelings 
(Kurtz & Jeffcote, 2011; Tema et al., 2011), while models of care that failed to 
emphasise collaborative approaches led to patients feeling disempowered (Barnao et al., 
2015a). Staff training interventions were cited in the sample as a potential means to 
improve social climate (Rask & Aberg, 2002; Tema et al., 2011). One such intervention, 
involving staff training in therapeutic milieu principles demonstrated improvements in 
patients’ perceptions of the social climate (Nesset, Rossberg, Almvik, & Friis, 2009).  
The ward ethos may be central to the idea of consistency in care, through provision of 
clear therapeutic objectives (de Vries et al., 2015). Consistency is conceptually linked 
to the attachment understanding of the secure base (Adshead, 2002). Consistency of care 
can provide a safe environment that increases the patients’ sense of comfort and provides 
the conditions for rehabilitative progress. Consistency can be increased through the staff 
team being predictable, rules being implemented consistently and patients receiving a 
consistent response from the environment. In considering a ward ethos that may help to 
generate a positive social climate, two models appear to present a developed perspective. 
The Good Lives model is a strengths based model of offender rehabilitation (Ward & 
Brown, 2004) increasingly applied to forensic mental health settings (Barnao, Ward, & 
Casey, 2015b). The Good Lives model may provide a model of care that emphasises 
empowerment while maintaining a focus on risk management. Therapeutic community 
approaches have also been used in forensic personality disorder (C. Taylor, 2011) and 
intellectual disability services (J. Taylor & Morrissey, 2012). The therapeutic 
community model of care emphasises empowerment and involvement to promote a 
recovery focus (Haigh, 2002, 2013).  
4.3. Issues of measurement 
The fit of the model with the predominant measures of social climate, the WAS and 
EssenCES was evaluated (Appendix F) to assess whether the measurement of social 
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climate matches the experience of social climate. The three factors of the EssenCES 
appear to cover themes identified as part of social climate in the current model. 
Therapeutic hold evaluates the nature of the therapeutic relationship. Patient cohesion 
and mutual support links with mutual support. Experienced safety maps neatly onto 
safety. This suggests the EssenCES provides an overview rather than in-depth evaluation 
of social climate (Tonkin, 2015). This overview may explain differences in therapeutic 
hold commonly found between staff and patients (de Vries et al., 2015; Long et al., 2011; 
Milsom et al., 2014). Patients may rate therapeutic hold lower due to  experiences of a 
lack of control (de Vries et al., 2015), captured in the model of social climate as 
involvement, empowerment and care and treatment orientation, which are not measured 
by the EssenCES. 
The ten factors of the WAS (see Appendix A for description of factors) cover a further 
range of factors including therapies, meaningful activity and involvement. However, the 
WAS does not differentiate mutual support from the therapeutic relationship. Several 
of the WAS factors appear to partially link to care and treatment orientation (Staff 
Control, Spontaneity, Autonomy, Order and Organisation, Program Clarity) consistent 
with findings that the WAS can differentiate units with different treatment approaches 
(Brunt, 2008). These WAS factors could also be understood as themes at different levels 
of the current model, with program clarity linking to ward ethos, autonomy to 
empowerment and order and organisation to system level factors. 
The areas of consistency, secure base and physical environment are not covered by the 
WAS or EssenCES. This suggests that comprehensive measurement of social climate 
may require use of multiple measures, or alternative means to assess whether these 
factors are present.  Consistency does not seem to link to any of the measures developed 
for mental health settings reviewed by Tonkin (2015) and so may be difficult to assess 
currently. In considering the secure base the Service Attachment Questionnaire 
(Goodwin, Holmes, Cochrane, & Mason, 2003) may provide a means to measure the 
service attachment of patients, though it does not provide a means to measure the extent 
to which staff feel supported by services. The extent to which the ward provides a secure 
base may be identified in part by the presence of effective clinical supervision and 
reflective practice (Hörberg, 2015; Yakeley & Adshead, 2013). Similarly, the presence 
of evidenced based therapies, and therapies staff can be a means to assess meaningful 
activities and therapies. 
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A therapeutic physical environment may include the presence of private treatment rooms, 
single room accommodation and clear lines of sight for staff (Cutcliffe & Riahi, 2013; 
Jacob & Holmes, 2011; To et al., 2015) Ward layouts that promote contact between staff 
and patients may offer more therapeutic environments (Eggert et al., 2014).  
5. Conclusion 
Social climate is a complex and multifactorial construct, which can influence aggression 
and engagement in rehabilitation. Given the lack of clarity about the constituent parts of 
social climate (Brunt & Rask, 2007; Tonkin, 2015), this review offers a useful 
framework taking account of the views of staff and service users. Accommodating the 
views of service users is particularly important given that forensic mental health patients 
are a marginalised and stigmatised group (Coffey, 2006). A range of organisational level 
factors as well as staff and patient characteristics were seen to potentially influence 
social climate. Altering these factors through provision of staff supports, providing a 
clear ward ethos and focusing on a person centred approach to care that empowers 
patients may be key to a therapeutic social climate. These factors may help develop the 
secure base and care orientation that facilitates growth and change in the patient group 
while maintaining staff members’ ability to form beneficial therapeutic relationships 
with patients.  
The review found that commonly used measures may not measure all aspects of the 
social climate, suggesting a need for an assessment approach to comprehensively 
evaluate social climate. The applicability of the model should be examined, both in 
mainstream forensic mental health settings and in specialist populations such as 
personality disorder, neuro-behavioural and intellectual disability settings. This could 
potentially be achieved through examining the impact of treatment interventions 
operating at different levels of the model, for example staff training interventions, 
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Case study methodologies may be particularly applicable to forensic mental health 
settings where environmental constraints and small pools of potential participants 
reduce the viability of quantitative methodologies such as randomised controlled trials. 
Case study methods can provide in-depth description of innovative practices in 
forensic mental health settings. The case study method may be applied to assess the 
organisation as a whole, the functioning of a ward or the implementation of an 
intervention. In designing and implementing a case study methodology the researcher 
is faced with key decision points including: the epistemological stance, case selection, 
data sources, sampling time, analysis methods and presentation of case study 
outcomes. These decision points are described with reference to a case study protocol 
designed to examine the impact and implementation of a staff based Mentalization 
based treatment intervention in a low secure forensic mental health ward.  The 
intervention included both training and case consultation sessions for the staff team. 
The potential usefulness of case study methods to forensic settings, particularly in 
assessing best practice and novel interventions is discussed.  
 




1. Challenges of research in forensic mental health 
In forensic mental health settings, heterogeneity of needs, the slow rate at which patients 
progress, legal considerations, the extended treatment term, attrition rates and 
individualised treatment make Randomised Controlled Trials (RCTs) and matched 
control studies difficult to implement (Davies, Howells, & Jones, 2007; Farrington & 
Jolliffe, 2002; Hollin, 2011). While there is a history of experimental research, including 
some RCTs in forensic inpatient settings (e.g. Dean, 2013), these have tended to examine 
the outcomes of interventions in isolation (Hollin, 2011). This risks ignoring contextual 
factors, such as the impact of the setting, on the intervention. Davies and colleagues 
(2007) suggest a broad base of methodological approaches should be used to develop 
evaluations of effectiveness. An in-depth, focused approach can aid in answering 
questions about what aspects of an intervention, or its implementation, are useful, 
repeatable and effective. One potential approach to frame an in-depth evaluation of a 
service innovation is a case study methodology (Meyer, 2001). To illustrate the potential 
value of the case study method, we describe the design and implementation of a research 
project to examine a service innovation in a forensic inpatient unit.  
1. Case study research 
Yin (2013) defines the case study method as a particular form of research inquiry to be 
used when the researcher wants to understand a real world contemporary phenomenon 
where aspects of the contextual conditions are important to understanding. A case study 
approach allows for revision to explore alternative hypotheses and rival explanations, 
and can aid in identifying factors impacting on the process of implementation (Barnao, 
Ward, & Casey, 2015; Ellard, Taylor, Parsons, & Thorogood, 2011; Yin, 2013). The 
method is focused on developing a detailed understanding of the selected case (Hyett, 
Kenny, & Dickson-Swift, 2014). The case, the unit of analysis, can be an individual, an 
organisation or a phenomenon of interest and must be defined and bounded (Baxter & 
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Jack, 2008; Stake, 1995; Yin, 2013). The features of the case study method are 
triangulation of multiple data sources, in-depth examination of the case and a priori 
“development of theoretical propositions to guide data collection” (Yin, 2013, p.17).  
Criticisms of case study research have focused on the lack of specificity of the approach. 
Meyer (2001) identifies that the flexibility of the method can lead to poorly constructed 
research studies. Tight (2010) suggests that case study is a term of convenience and 
recommends more detailed description of the method as a “small sample, in-depth” 
study. Similarly, it has been suggested that case study research be seen as fitting within 
the enterprise of mixed methods research, rather than as a discrete methodology (Carolan, 
Forbat, & Smith, 2015). However, structured approaches to case study research, such as 
those described by Yin (2013), provides clear guidance of case selection, data collection, 
analysis and presentation of small sample in-depth studies, that allows for a 
methodological consistency and clarity.  
Case study methods have been applied in forensic settings (McKenna, Furness, Dhital, 
Park, & Connally, 2011; Urheim, Rypdal, Palmstierna, & Mykletun, 2011). The 
approach has been used to examine the development of the therapeutic milieu in a 
regional secure unit (Fuller, 1985). Prebble et al. (2011) presented a case study on the 
implementation of healthy living programs on forensic wards. Urheim et al. (2011) 
presented a case study of a Swedish secure ward over an 18 year period, allowing an 
examination of the effect of policy changes and new approaches to care on ward 
functioning. Barnao et al. (2015) used a case study approach as an exploratory 
methodology to examine the use of the Good Lives Model in forensic rehabilitation. 
1.1. Generalisability of Case Study research 
The focus of case study research, on holistic understanding of a phenomena in its context, 
leads to questions of generalisability (Clarke & Reed, 2013; Small, 2009). Yin (2013) 
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identifies that cases are not a sample, or representative of a larger population, and so 
ideas related to generalisation based on empirical research are not possible. The selection 
of the method is based on the relative value of generalisability as compared to detailed 
description. Replication is one means of developing external validity in case study 
research (Yin, 2013). However, Stake (1995) discusses the instrumental case study as 
one which is examined to draw generalisations or provide wider insights.  
Small (2009) suggests that case study methods should aim to generate logical inference, 
which Yin (2013) further describes as analytic generalisations. These analytical 
statements are theories, hypotheses or principles that may apply in both clinical and 
theoretical contexts. The illustrative study described in this paper aimed to understand 
the feasibility of an innovation to practice as well as studying the impact of the 
innovation. There is value to richer description at the cost of generalisability for these 
exploratory research aims with the rich description of the implementation and evaluation 
process allowing for future replication to increase generalisability.  
2. The Illustrative study 
The current study describes an intervention on a Low Secure forensic mental health ward 
in Scotland. This ward opened in 2013 in a refurbished section of a large psychiatric 
hospital. The ward has 10 beds, in single room accommodation. The patient area of the 
ward consists of individual bedrooms, a day area, a fenced outdoor garden and smoking 
area, a dining room, a quiet room, bathroom area, dispensary, and telephone room. There 
is also a relaxation room which can be converted to accommodation for patients 
requiring special observations. The quiet room and telephone room are also used for 
individual clinical sessions. Outside of the patient area are several staff offices, a gym 
area, an occupational therapy kitchen, an art room, and two group rooms. As well as 
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nursing staff, the ward receives input from Psychiatry, Psychology, Occupational 
Therapy and Music Therapy. 
The aim of the study was to examine the impact of Mentalization Based Treatment 
(Bateman & Fonagy, 2006) case consultation sessions for staff on the functioning of the 
ward. The case study sought to understand the mechanisms through which the 
intervention influenced staff and patient factors and the social climate.  The intervention 
occurred in two phases. Firstly, a one-day accredited MBT Skills and Awareness 
training session, was run for all staff involved in direct patient care (Bateman & 
Treliving, 2013). The second stage of the intervention was a MBT staff group case 
consultation (CC) session facilitated by an MBT Scotland accredited practitioner 
external to the ward. The sessions were facilitated by an external facilitator, ran once 
every two weeks for nine months and lasted one hour. The group CC session focused on 
the practice of working with patients who present with difficulties in interpersonal 
relationships. The sessions were held during shift handover and were available to all 
clinical staff. Group membership rotated due to shift patterns.  
The focus on mentalizing, the core process of MBT, was seen as potentially beneficial 
in forensic mental health settings (Adshead, Moore, Humphrey, Wilson, & Tapp, 2013). 
As research into MBT staff training and case consultation is at an exploratory stage, a 
case study approach allowed us to uncover processes by which the intervention may 
impact on social climate, staff stress and patient motivation, as well as exploration of 
how contextual factors impact on implementation (McAndrew, Chambers, Nolan, 
Thomas, & Watts, 2014). This investigation was also relevant to wider clinical needs as 
the Forensic Network, the leading body for Forensic Mental Health in Scotland, were 
considering the value of structured approaches to care for working with inpatients with 
personality difficulties (Russell, 2016). The study received a favourable opinion from 
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an NHS Research Ethics Committee (14/SS/1105) and the local Research and 
Development Committee (Appendix J, K, L). 
3. Key Decision Points in Case Study research 
A case study methodology was employed to examine a real world innovation to practice 
while taking account of contextual factors.  Difficulties in identifying an adequate 
comparison group and the focus on implementation and process reinforced the case 
study method as appropriate. In part, the study was a test of the viability of case study 
designs as a methodological approach for measuring change in forensic inpatient settings. 
From the point of choosing a case study methodology, the researcher was left with 
several key decisions to make. Published reports on the case study method identify 
decisions associated with: epistemological stance; the selection of cases; sampling time; 
determining case study components; the analysis plan; and the mode of presentation of 
outcomes (Carolan et al., 2015; Hyett et al., 2014; Meyer, 2001).  
3.1. Research epistemology 
A case study may be approached from social constructionist or post-positivist 
perspectives (Hyett et al., 2014; Yin, 2013). Carolan and colleagues (2015) highlight the 
need to explicitly identify both the stance and the role of the researcher and to maintain 
awareness of this throughout the research process. The stance of the researcher may be 
implied through citation of one of the key figures in describing the case study method: 
Yin, Stake or Merriman (Yazan, 2015). The approach to case study research outlined by 
Stake (1995) and Merriam (1998) focuses on a constructivist perspective, linking the 
approach with qualitative research traditions (Yazan, 2015). Yin (2013) has also been 
viewed within the constructivist tradition (Barnao et al., 2015; Baxter & Jack, 2008), 
though he suggests that case study methodology can allow for comparison of the realist 
perspective of the researcher and the relativist perspective of the participants. Yin’s 
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description of case study research as focusing on answering specific types of research 
questions may align him with the concept of pragmatic research (Onwuegbuzie & Leech, 
2005). Yazan (2015) suggests Yin’s approach can be seen to be more aligned with a 
positivist, or post-positivist perspective.  
In the current study, the researchers adopted a post-positivist perspective, recognising 
subjectivity in research, the influence of context and limitations of data collection 
(Davies, Sheldon, & Howells, 2011). The methodology was developed with reference 
to Yin (2013). Subjectivity is particularly relevant to case study research, which has been 
accused of having a confirmatory focus (Tight, 2010). A further risk to subjectivity is 
the dual role of researcher and clinician, which leads to different relational perspectives 
across the multiple viewpoints collected (Carolan et al., 2015). 
3.2. Case selection 
Bounding of cases is an essential component of case study research (Baxter & Jack, 
2008; Hyett et al., 2014; Tight, 2010). Within the current study, a key decision was on 
identifying the case as the ward, rather than as individual staff or patients. The case was 
bounded by sampling time (4.3) and by a focus only on the experiences of those working 
on the ward. Contextual factors, such as changes in the wider hospital, were not 
evaluated. An advantage of focusing on individuals is that it allows for a multiple case 
study design which can generate new theoretical understandings (Barnao et al., 2015). 
However, with reference to the concept of social climate (Moos, 1989), a key outcome 
in the illustrative study, individual level analysis may obscure the shared nature of the 
construct.  
The current study utilised an embedded single case design (Yin, 2013). The 
representativeness of the ward was difficult to assess, given the relative rarity of low 
secure mental health wards in Scotland (18 in total). The case selection was based in 
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part on convenience, though the focus of the case study was on the opportunity to 
introduce a new method of practice.  
3.2.1. Participants 
The study recruited both staff and patients. Given the whole ward focus, randomisation 
procedures were not employed. Exclusion criteria focused on factors that would impact 
on individuals’ ability to complete the study measures, being unable to speak English 
and being under 18 years of age. For staff, only those working in a clinical role on the 
ward for at least one session (1/2 work day) per week were considered, so that they 
would have sufficient exposure to the social climate (Tonkin, 2015). No potential 
participants were excluded based on these criteria.  
Seven patients consented to take part in the research, from a potential pool of 14 patients. 
The staff sample included all clinical staff with input to the ward. The total available 
sample of staff participants was 41. In total 37 staff consented to take part in the study.  
The training day was delivered three times with group attendances of 9, 10 and 11.  The 
sessions were also available to staff who did not consent to take part in the study. 15 
Reflective Practice / Case Consultation sessions were held during the study period. The 
mean number of attendees was 7.27 (Range: 4-12; median=8, mode=7).   
3.3. Sampling Time 
The length of data collection influences how much can be observed (Meyer, 2001). 
Longer periods of data collection add value and depth to the study but are more onerous 
in terms of researcher and participant time (Barnao et al., 2015). For the illustrative study, 
a longitudinal perspective was taken. The research design included sampling over one 
calendar year (January – December 2015). The study included monthly data collection, 
with periods of more extensive data collection at four points linked to the introduction 
of staff training and case consultation sessions (Table 1). 
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The length of the intervention led to challenges in ensuring return rates for 
questionnaires. The reduction in return rate of questionnaires across the term of the study 
(Figure 1, Table 1) was in part due to the departure of several staff members from the 
ward, whom were still counted as participants. The average return rates for 
questionnaires was relatively high in comparison to a comparable longitudinal study of 
psychiatric staff, where response rates for staff of 49-51% were found across three time 
points (Nesset, Rossberg, Almvik, & Friis, 2009).  
 















Table 1: Response rates at each study phase 
Phase: Baseline 
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3.4. Data Sources 
The triangulation of multiple data sources to corroborate findings is a central element of 
case study research (Yin, 2013). Triangulation allows for stronger conclusions to be 
drawn from the study findings in the absence of a control group (Bergen & While, 2000). 
The study phases included a baseline period, ongoing collection during the intervention 
period and post intervention data collection. There were five main sources of data: staff 
questionnaires, patient questionnaires, ward observations, routinely collected 
information, and qualitative interviews. Data collected was organised within a database 
to enhance reliability and to preserve linkages to the results presented in the study report 
(Yin, 2013). Utilising a variety of data collection methods aids in exploratory research 
aims of identifying possible effects of the intervention. 
Yin (2013) describes six potential data sources, though the illustrative study used three 
data sources: interviews (including questionnaires and qualitative interviews; 4.4.1 & 
4.4.2), direct observation (4.4.3) and archival records (incident reports and sickness 
absence; 4.4.4). Document analysis is a common source of information in studies of 
inpatient settings (e.g. Prebble et al., 2011; Urheim et al., 2011). This source was 
excluded in the current study as the small research team limited the volume of data that 
could be collected. Physical artefacts were not collected as it was unclear how they 
could aid in answering the study questions. Though participant observation, where the 
observer interacts with the environment is a more common approach in case study 
research (Meyer, 2001) it was not seen as viable in the illustrative study due to members 
of the research teams’ clinical role on the ward likely leading to bias. Verschuren (2003) 
argues that the use of quantitative methods is incompatible with case study 
methodologies. However, Yin (2013) argues that quantitative data sources are useful in 
some contexts, can add to efforts at triangulation and develop construct validity. This is 
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consistent with the pragmatic position that “the research question should drive the 
method(s) used” (Onwuegbuzie & Leech, 2005, p.377).  
3.4.1. Qualitative Interviews 
Qualitative interview methods are common in case study research (Meyer, 2001; Yin, 
2013) and can provide a means to explore the complex interpersonal and organisational 
factors that influence quality of care and outcomes in forensic settings (Gordon, 2011; 
Howitt, 2011).  
The semi-structured interviews focused on perspectives on the ward (Appendix M). 
Staff interviews also had an additional focus on the acceptability of the intervention and 
the process of implementation. In all, 24 interviews were completed with 8 patient 
interviews, 5 managerial interviews and 11 staff interviews (Table 1). Gathering 
interviews from a range of sources provides multiple perspectives on the case (Meyer, 
2001). Consistent with process studies (Ellard et al., 2011) attempts were made to 
purposively select participants to represent different viewpoints. Due to their low 
numbers all consenting patients were invited to take part in interviews at each time point. 
Interviews with managerial staff also focused on the process of implementation. 
Framework analysis (Dixon-Woods, 2011) was used to organise and understand 
information from interviews, as the summarising of data to a framework appeared to be 
the most suitable approach to examine both differences in participant’s accounts over 
time, as well as providing a means to triangulate interviews with other data sources. 
3.4.2. Questionnaires 
Questionnaires were aggregated to provide a mean score for each measure at each time 
point. Four questionnaires were collected in the study.  
The Essen Climate Evaluation Schema (EssenCES; Schalast, Redies, Collins, Stacey, 
& Howells, 2008) is a 17 item measure of social climate with three factors; therapeutic 
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hold, patient cohesion and experienced safety. It has demonstrated good reliability and 
validity across different forensic settings in the UK (Milsom, Freestone, Duller, Bouman, 
& Taylor, 2014; Tonkin et al., 2012) 
The Working Environment Scale (WES-10; Rossberg, Eiring, & Friis, 2004) is a ten 
item scale developed for inpatient psychiatric staff measuring morale and stress in the 
work environment with four subscales; Workload, Self-Realisation, Conflict and 
Nervousness. It has been commonly used in research alongside the EssenCES (e.g. 
Alderman & Groucott, 2012).  
The Attitudes to Personality Disorder Questionnaire (APDQ; Bowers & Allan, 2006) 
is a measure of attitudes held by staff towards patients with PD diagnoses. The APDQ 
has 37 items and confirmatory factor analysis supports a structure of five subscales: 
Enjoyment/Loathing, Security/Vulnerability, Acceptance/Rejection, Purpose/Futility 
and Enthusiasm/Exhaustion and a total score (Bowers & Allan, 2006).  
The Patient Motivation Inventory (PMI; Gudjonsson, Young, & Yates, 2007) consists 
of 16 ‘true’ or ‘false’ statements and was developed from a UK sample of mentally 
disordered offenders. The PMI has three subscales: internal motivation, no confidence 
in the unit, and feelings of failure.  
3.4.3. Observations 
Direct observations were carried out as a complete observer, that is without interacting 
with the environment (Ostrov & Hart, 2014). The use of a systematic approach to 
observation was seen as a means to utilise observations as an ecologically valid measure 
of the environment and minimise bias. Bias by the rater and reactivity of subjects are 
two of the main challenges to validity and reliability in observational data collection 
(Harris & Lahey, 1982a, 1982b). Structured observation schedules were developed to 
minimise bias due to the researchers’ role in the service. Field notes can aid in 
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maintaining awareness of the researchers role in observations and can also serve as a 
source of informal observations to supplement the interpretation and analysis of study 
data (Carolan et al., 2015; Yin, 2013).  
Observations measured the proportion of time spent by staff interacting with patients 
using Momentary Time Sampling (MTS). The method of observation selected does not 
allow for comment on the quality of interactions. MTS involves recording the 
occurrence of a behaviour if it is present at the end of a recording period (Saudargas & 
Zanolli, 1990). Behavioural categories for observation were operationally defined and 
developed through pilot observations by two researchers. Inter observer agreement 
(IOA) was measured and behavioural categories refined until acceptable levels of IOA 
were found (Ostrov & Hart, 2014). A Cohen’s kappa of 0.88 was found following 75 
minutes of shared observations, indicating a high level of agreement.  
450 minutes of observations were completed through multiple 15 minute periods across 
four occasions during the study period (Table 1). All staff members and patients were 
asked to provide informed consent, with observations only recorded for consenting 
patients and staff (Appendix M). Data was presented for the proportion of time in which 
there were patients present in the day area of the ward. Observations were only impacted 
by a participant talking to an observer on one occasion. There may have been an impact 
of being observed during the baseline phase, with significantly more interactions 
observed during this period.  
3.4.4. Routinely collected information 
Routinely collected data are a form of archival record which are not created due to the 
case study, though complete accuracy of recording should not be assumed (Yin, 2013). 
Routine data has commonly been used alongside quantitative measures in studies of 
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inpatient staff stress (Richards et al., 2006). Rates of sick leave absence and number of 
ward incidents (DATIX) were collated monthly throughout the study period.  
3.5. Analysis methods 
Yin (2013) cautions on the need to have a clear analysis plan at the outset of case study 
research. Frequently, case study reports provide limited detail on the analysis making it 
difficult for readers to determine how conclusions were derived (Hyett et al., 2014; 
Meyer, 2001). The first stage of analysis is often data management given the large 
amount of data collected. Dedoose software (SocioCultural Research Consultants, 2013) 
was used to develop a case study database. SPSS (Ver.22; IBM, 2013) was used to 
complete analysis and graphical representation of quantitative data.  
The case data was analysed using pattern-matching (Trochim, 1989; Yin, 2013). Pattern-
matching techniques were developed from hypothesis testing approaches and involve 
comparing patterns of occurrences, measurements or outcomes in the raw data with 
hypothesised patterns based on existing theoretical knowledge (Almutairi, Gardner, & 
McCarthy, 2014). Matching outcome patterns to proposed patterns provides 
confirmation of the hypothesis, and strengthens the study internal validity (Yin, 2013). 
The three stages of pattern-matching in case study research are: 1) Stating the study’s 
proposition; 2) Testing the empirically found pattern from each distinct method against 
the predicted one; and 3) Providing theoretical explanations and developing the research 
outcome (Almutairi et al., 2014, p.241).   
3.5.1. Propositions 
The use of propositions, drawn from existing literature, theories and generalisations aids 
in ensuring the case remains bounded, focuses data collection, and aids in reporting 
results (Baxter & Jack, 2008). The propositions for the illustrative study were developed 
at the stage of research protocol development (Table 2). The overall proposition was that 
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the intervention would have a direct impact on staff stress, attitudes and capacity to 
engage in therapeutic activity. This was predicted to lead to improvement in social 
climate and to have an indirect positive effect on patient motivation. The focus of the 
case study was to examine the extent to which the proposed patterns were seen in the 
data, as well as to develop rival explanations that impact on patterns (Almutairi et al., 
2014; Barnao et al., 2015; Hyett et al., 2014).  
Table 2: Proposed patterns to examine impact of intervention 
Proposed Pattern 
 
Source of Information 
At the ward level, the intervention was predicted to have a positive 
influence on social climate indicated by: 
 Staff reporting improved social climate  
 Patients reporting improved social climate  
 Increased volume of staff-patient interactions 
 Reduction in violence and aggression on the ward 
 Reduction in level of sickness absence  
EssenCES staff ratings 
EssenCES patient ratings 
Observations 
Interviews 
DATIX incident reporting  
Sickness absence reports 
 
At the staff level the proposed impact was for positive changes for 
staff in both level of stress and in attitudes towards personality 
disorder, indicated by:  
 Reduction in levels of stress experienced by staff  
 Positive change in attitudes towards patients with 
personality disorders  
 
WES-10 scores 
Staff interviews  
APDQ scores 
 
The proposed impact of the intervention for patients is to 
demonstrate an increased motivation for treatment, indicated by: 
 Increased motivation to engage in treatment 







To examine potential rival explanations, a timeline was developed of major 
developments on the ward over the study period (Table 3). Participants in qualitative 
interviews were asked generally to describe any changes in the ward over the previous 
year and field notes were completed for any ward changes noted. This openness to rival 
explanations is a complex process for the researcher in the presence of much subjective 
data. Rival explanations which appeared in part supported by the study outcomes 
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included the impact of team staffing changes. Staff experiences of managerial support 
also had a positive influence on outcomes. Changes in the patient group also appeared 
to lead to a deterioration in mutual support in the patient group and appeared to link to 
an increase in incidents of violence and aggression. A further rival explanation is the 
“Hawthorne effect”, the impact of being researched on outcomes (Wickström & Bendix, 
2000), which appeared to influence observational outcomes. This need to consider rival 
explanations closely aligns with a qualitative research tradition (Yin, 2013).  
3.5.2. Testing the patterns 
The testing of propositions drew on a range of analysis techniques suitable for 
quantitative, qualitative and observational data. From the qualitative data, a shared 
framework across the participant groups was developed, from which five themes 
emerged: the therapeutic relationship; current treatment & future progress; structure, 
rules & restrictions; the social climate; and staff skills and supports. The research report 
presents results related to the study propositions rather than fully reporting on all 
qualitative themes. This allows a process of triangulation, with qualitative outcomes 
compared and contrasted to other data sources to examine for consistency in the data.  
Data from questionnaires, sickness absence and number of ward incidents were used to 
examine relationships between social climate, rates of violence and staff absence. Mean 
scores at each time point were analysed and group statistics were utilised in cases where 
there was sufficient complete datasets. Descriptive statistics were used to report 
observational data. The monthly questionnaires and routine data can be understood as 
short time series data which was analysed using visual analysis (James, Smith, & Milne, 
1996). As visual analysis can suffer from high Type I error rates (Borckardt, Murphy, 
Nash, & Shaw, 2004) findings were further analysed using a cross correlation co-
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efficient (Borckardt et al., 2008). All outcome data was triangulated to test for the 
presence of the expected patterns.  
3.5.3. Explanation building 
The presentation of the analysis involved reference to how and why the observed 
patterns were found. Again, this involved reference to theoretical frameworks, 
contextual conditions (Table 3) and rival explanations (Yin, 2013).  
Table 3: Timeline of ward events and routine data.  




1.44 0.84 1.77 2.04 2.81 2.67 3.49 3.35 3.53 4.81 6.9 6.34 
Violence & 
Aggression 
0 0 0 1 2 0 0 0 3 9 14 3 
“Serious” 
Violence 
0 0 0 0 0 0 0 0 1 3 3 1 
Restraints  0 0 0 0 1 0 0 0 2 7 5 2 
Patient 
Changes 
 1 Discharge 
    1 Admit 
         1 Discharge 
                 1 Admit 
1 Discharge 
  1 Admit 
1 Discharge 




   Psychiatry 
registrar left 
    2 Nurses left 
New Junior 
Doctor 
     3 Nurses start     











New permanent RMO 
Psychology 
groups 
   Knowing me group      
    Connections Group Module 1 & 2  
Intervention   MBT 
Training 
3 sessions 
 MBT reflective practice sessions 
RMO = Responsible Medical Officer – person responsible for managing patient care under Mental Health 
(Care and Treatment) (Scotland) Act 2003; DATIX- Incident management  reporting  service; Knowing Me is 
a low intensity formulation group; Connections is a high intensity relationship skills group 
 
 
3.6. How to present case study research 
In a review of articles that identified themselves as case studies, Hyett and colleagues 
(2014) found that many papers did not meet criteria for case study research. This 
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suggests that some of the difficulties in case study research are in reporting quality, and 
rigour in the research process, rather than difficulties in the case study as a method. Hyett 
et al. (2014) suggest a checklist for reporting quality based on methodological textbooks. 
Recent work by the National Institute of Health Research (UK) has developed guidelines 
on reporting quality for case study research in organisations using a Delphi method 
(Rodgers et al., 2015). This guidance can aid in ensuring reporting quality for case study 
research reports. Carolan et al. (2015) have proposed the DESCARTE model for 
carrying out and presenting case study research.  
The illustrative study benefitted from this guidance through being explicit on the 
epistemological stance and the reasons for selection of a case study. Further to this the 
researcher developed a detailed data collection and analysis plan at the protocol 
development stage. Many of the criteria identified by Rodgers and colleagues (2015) 
relate to the interpretation and presentation of the results, in particular; identification of 
shortcomings of the design, avoiding over or under interpreting data and reporting 
caveats. Though the outcomes are not reported in this paper, consideration is given to 
rival explanations as part of the pattern matching approach to data analysis. Similarly 
the limitations in terms of generalisability are explicitly recognised.  
The word limits and linear-analytic style of many journals provide a difficulty in 
providing a robust rationale and sufficient methodological detail to allow readers to 
understand and appraise the research design (Hyett et al., 2014). This ability to concisely 
explain complex phenomena is the key to effective reporting of case studies (Baxter & 
Jack, 2008). The opportunity to provide online complementary resources can add to the 
quality of case study reporting (Hyett et al., 2014). One recommendation would be to 
publish the study protocol, to allow for further examination of the research design and 
methodology. The empirical paper describing the outcomes of the current study will be 
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supplemented by this paper outlining the methodological framework as well as through 
making available a detailed study protocol to allow for potential replication.  
A further difficulty in presenting case studies is in balancing rich description with the 
need for maintaining anonymity (Carolan et al., 2015). This is particularly relevant to 
research in forensic settings, where there are generally further ethical issues of 
vulnerability and competency of research participants (Ward & Willis, 2010) balanced 
with the need to represent  patients’ views in research (Coffey, 2006).  
4. Conclusions  
A longitudinal case study is a feasible approach to examine innovations in forensic 
mental health practice. Though there have been other longitudinal case studies in 
forensic mental health (e.g. Urheim et al., 2011), this study directly addresses the impact 
of an intervention. There is a recognition that there are areas left uncaptured by the case 
study design, which incorporated three of the six sources of data described by Yin (2013). 
Further to this, consideration on the qualitative measures suggests that a measure of 
reflective functioning (e.g. Taubner et al., 2013) for staff may have been useful. 
Document analysis of care plans and observations of 1:1 sessions or of MDT meetings 
may have also added to the completeness of measurement of the ward and provided an 
opportunity to focus on the implementation of MBT to practice. However, the demands 
of completing this work are beyond the means of a single researcher. Further case studies 
based on this approach may benefit from an increased focus on staff and patient 
composition, which were identified as influencing social climate in the illustrative study. 
A longer evaluation period would also allow for more in-depth analysis, with a longer 
baseline allowing for monthly data to be statistically analysed as short time series data 
(Borckardt et al., 2008).  
81 
 
The case study method is not without drawbacks (Rodgers et al., 2015). In particular, 
there is a deficit in generalisability and a need to capture a range of possible confounding 
variables. This is in contrast to “harder” quantitative controlled designs, which remove 
the impact of confounding variables. Recently developed guidelines and standards for 
reporting quality (Carolan et al., 2015; Rodgers et al., 2015) can provide a useful 
framework for the reporting of case study research.  
Case studies can provide outcomes helpful in validating theoretical perspectives (Barnao 
et al., 2015) and so are suited to exploratory stages of innovations in forensic mental 
health. The case study method allows for rich description of the context in which 
intervention takes place and so may also highlight issues in implementation that may be 
of interest to those working in clinical practice. This is particularly relevant given the 
growing evidence that the benefits of health innovations found in research trials are 
difficult to replicate in clinical practice (Chaudoir, Dugan, & Barr, 2013; Damschroder 
et al., 2009). The case study method may provide the means with which to understand 
the factors particular to both the context and to the innovation that impact on 
implementation. However, this must be weighed against the limitations of 
generalisability of case study methods. Case study methods should be seen as part of a 
spectrum of approaches including RCTs and qualitative studies that can aid 
practitioners, researchers and decision makers in developing and implementing new 
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A longitudinal case study was completed to examine the impact of staff training and 
case consultation in Mentalization Based Treatment on a low secure forensic mental 
health ward. The case study involved quantitative measurement of staff stress, staff 
attitudes to personality disorder, patient motivation and social climate alongside semi-
structured interviews and ward observation. The ward was well functioning at baseline 
which limited the scope for positive changes. Overall the study indicated that the 
intervention may have aided staff resilience in coping with the impact of increased 










There are challenges in introducing innovations in health care, in particular in ensuring 
uptake and implementation, meaning that successful research studies can fail to translate 
into effective practice (Chaudoir, Dugan, & Barr, 2013; Damschroder et al., 2009). 
Innovations in forensic mental health settings face challenges in developing or drawing 
on an evidence base for interventions due to organisational factors, the individualised 
nature of treatment and the small potential pool of patients (Davies, Howells, & Jones, 
2007; Farrington & Jolliffe, 2002).  
Introducing a shared model of care in forensic mental health poses challenges including 
a need to balance recovery and risk management (Mann, Matias, & Allen, 2014; Nijdam-
Jones, Livingston, Verdun-Jones, & Brink, 2015). Alongside this, the patient group in 
forensic mental health settings can present with multiple and diverse needs, tend to 
progress slowly in treatment and their motivation to engage in treatment is often low 
(Ross, Querengässer, Fontao, & Hoffmann, 2012; Smith, White, & MacCall, 2004). The 
risk and reality of violence can lead to barriers in providing effective treatment as 
interventions to ensure safety may have a negative impact on the therapeutic relationship 
and the experience of care (Gudde, Olsø, Whittington, & Vatne, 2015). The compulsory 
nature of forensic mental health settings and a focus on discipline can impact on the 
quality of care (Hörberg, 2015; Hörberg, Sjögren, & Dahlberg, 2012). Care may be 
experienced as custodial, humiliating and focused on staff members’ exercise of power 
(Hörberg, 2015). This paper reports on a case study to examine the impact of a 
Mentalization Based Treatment (MBT) training and group case consultation (CC) 
intervention in a Scottish low secure forensic mental health ward. MBT training has been 
provided across a range of forensic services in Scotland. Additional case consultation 
sessions were offered in this intervention to build skills in promoting effective 
interactions with patients and to implement a shared model of understanding of patient 
presentations across health professionals.  
1.1. Developing a framework for clinical care 
The Forensic Matrix (2011), a framework for evidence based practice in forensic 
services in Scotland, suggests that services focus on the “organisational, physical, social 
and psychological environment that patients live in” (p.6). This has been further 
emphasised in a recent consultation paper by the Forensic Network, the leading body for 
forensic services in Scotland, which highlights the need for an approach to care that 
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supports individuals with personality difficulties (Russell, 2016). This focus on the 
therapeutic milieu suggests that, in general, forensic mental health services should aim 
to ensure that the social climate is responsive to the treatment needs of patients, in 
addition to being supportive of staff.  
Qualitative research has highlighted the central nature of the therapeutic relationship to 
patient experiences of forensic mental health care (Barnao, Ward, & Casey, 2015; Long, 
Knight, Bradley, & Thomas, 2012; Nijdam-Jones et al., 2015). The presence of a trusting 
relationship with a staff member can be associated with a sense of hope (Madders & 
George, 2014). Interpersonal factors including encouragement, validation and 
recognising effort can influence patient motivation (Long et al., 2012; Mason & Adler, 
2012). A meta-analysis of 71 studies found that staff-patient interactions are the most 
frequently reported antecedent to violence and aggression in inpatient settings, 
accounting for 39% of all incidents (Papadopoulos et al., 2012). Similarly, a qualitative 
synthesis (Gudde et al., 2015) found that staff skills in developing good relationships 
with patients were central to preventing aggression. Both reviews suggest that staff 
should be aided to develop skills in developing positive therapeutic interactions with 
patients, in particular in situations where they must exercise power over the patient 
(Gudde et al., 2015; Papadopoulos et al., 2012).  
Staff members’ ability to provide these supportive therapeutic relationships is likely to 
be impacted by their own support structures (Bowers, 2014), which can include clinical 
supervision (Rask & Aberg, 2002), reflective spaces (Millar, 2011) and opportunities 
for training and development (Tema, Poggenpoel, & Myburgh, 2011). A lack of support 
may lead to staff feeling disempowered and emotionally exhausted, reducing their 
capacity to build healthy therapeutic alliances (Tema et al., 2011) and potentially leading 
to tensions in the staff team (Kurtz, 2005). Burnout, described as emotional exhaustion, 
reduced compassion and feelings of lack of achievement, is a significant issue across 
psychiatric nursing settings (Khamisa, Peltzer, & Oldenburg, 2013). Burnout can lead 
to staff absences and high staff turnover (Ewers, Bradshaw, McGovern, & Ewers, 2002). 
Alongside the impact on staff and services, this can have a negative impact on patients 
due to the disruption to therapeutic relationships (Bressington, Stewart, Beer, & 
MacInnes, 2011). Contextual factors, including leadership style and social climate also 
influence levels of stress experienced by psychiatric nurses (Bowers, Nijman, Simpson, 
& Jones, 2011; Richards et al., 2006).  
90 
 
Providing a safe and supportive social climate, an environment of systemic 
psychological containment, can be challenging due to the difficulties in interpersonal 
relationships with forensic patients (Yakeley & Adshead, 2013). There is a recognition 
that difficulties with personality functioning are prominent in forensic mental health 
settings with identified rates of 80% for any personality disorder (PD) among an 
inpatient sample (de Ruiter & Greeven, 2000). In a Scottish context, the primary 
diagnosis in forensic mental health settings is generally a psychotic illness, though 
personality difficulties are suggested as relevant for as much as half of the population in 
high secure settings (Thomson et al., 2005). A systematic review of the impacts on staff 
of working with PD offenders, identified a range of potential difficulties including 
negative attitudes, stress, difficult counter-transference experiences and burnout 
(Freestone et al., 2015). Working with offenders with personality disorders can be 
intense and exhausting, in particular for nursing staff and nursing assistants who spend 
long periods of time with patients (Freestone et al., 2015; Moore, 2012).  
A shared model of understanding across professional groups may provide a means to 
consistently provide emotional containment. Hörberg (2015) discusses the components 
of a caring model in forensic mental health. This includes staff education, supervision 
focused on the patient’s experience, opportunities for staff to reflect on care, and a focus 
on using ‘everyday’ time on the ward to complement formal therapies (Hörberg, 2015). 
Staff training can promote improved staff attitudes towards patients (Ewers et al., 2002). 
These positive attitudes have been associated with increased commitment to forming 
therapeutic relationships (Bowers & Allan, 2006). Reflective spaces can build team 
cohesion aid staff in feeling contained and supported in their work (Caruso et al., 2013; 
Moore, 2012).  
1.2. Reflective Practice Interventions  
One means to provide supportive containment to staff is reflective practice (RP). 
Reflection involves an examination and modification of practice to better meet the 
demands of the environment. Formal RP groups focus on relationships between staff 
and patients through reflecting on staff members’ experiences, their feelings towards 
patients and situations that evoke dilemmas (Johnston & Paley, 2013). Supervision and 
RP systems are recommended for forensic services, and in particular for those working 
with patients with Anti-Social PD (Forensic Network, 2011; National Institute for 
Health and Care Excellence, 2013). Group RP can help to develop understanding of 
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interpersonal relationships and group dynamics, with the benefits for staff including 
increased team cohesion, containment of staff feelings, mutual support and opportunity 
to share reflections on practice (Dawber, 2013a, 2013b; Thorndycraft & McCabe, 2008). 
RP can also have a role in improving staff wellbeing (Heneghan, Wright, & Watson, 
2013), and tends to be positively experienced by participants (Paget, 2001). However, 
some authors have suggested that though RP can be beneficial it will not impact on the 
wider stressors of working in mental health settings (Johnston & Paley, 2013). 
RP can increase staff capacity to work effectively with patients and may be an important 
process in maintaining work-life balance and reducing boundary violations, such as 
inappropriate staff-patient relationships (Johnson, Worthington, Gredecki, & Wilks-
Riley, 2016a, 2016b). This conceptualisation of RP as a process of containment, along 
with the recommendations for a relational approach to RP (Royal College of 
Psychiatrists, 2012) suggest that Mentalization based treatment (MBT) approaches may 
be an effective model for RP in forensics settings. 
1.3. Mentalization as a model of care 
The concept of mentalizing is related to theory of mind and metacognition and has 
developed from a psychodynamic framework, incorporating findings from attachment 
theory and neuroscience (Bateman & Fonagy, 2013; Yakeley & Adshead, 2013). In 
considering MBT for forensic populations it must be noted that there is limited current 
evidence for MBT as effective as a direct treatment for those diagnosed with Antisocial 
PD (McGauley, Yakeley, Williams, & Bateman, 2011), though deficits in mentalizing 
are increasingly recognised as being a factors in a range of psychiatric difficulties 
(Fonagy, Bateman, & Bateman, 2011). Mentalizing can be defined as “a set of processes 
by which children and adults understand themselves and others in terms of how they 
think, feel, perceive, imagine, react, attribute, infer and so on” (Sharp et al., 2009, p314). 
The ability to mentalize develops through early attachment relationships, with early 
childhood adversity seen as having a potential negative impact on ability to understand 
mental states in ourselves and others (Yakeley & Adshead, 2013). A limited ability to 
mentalize includes problems in self-reflection and empathy for others which are 
hypothesised to be factors in interpersonal violence (Adshead, Moore, Humphrey, 
Wilson, & Tapp, 2013; Yakeley & Adshead, 2013). Poor abilities in mentalizing, in both 
staff and patients, may increase the transfer and displacement of negative feelings from 
patients onto staff or from staff onto patients or colleagues (transference and 
92 
 
countertransference) (Kurtz & Jeffcote, 2011). This can in turn lead to poor patient care 
as well as staff stress, burnout, boundary violations and difficult inter-staff relationships 
among (Yakeley & Adshead, 2013). RP for staff is a means through which mentalizing 
within the staff team can be promoted, improving staff members’ ability to manage 
difficult processes (Moore, 2012).  
1.4. Difficulties with traditional research paradigms 
Research into the environment and training interventions on psychiatric wards has 
mainly focused on descriptive studies, with few studies describing interventions. One 
naturalistic longitudinal study found that an intervention to improve patient engagement 
had no significant impact on social climate (Livingston, Nijdam-Jones, Lapsley, 
Calderwood, & Brink, 2013). A small uncontrolled study looked at the impact of milieu 
therapy training for staff, and found a positive impact on social climate as reported by 
patients, though no staff changes were identified in terms of satisfaction or perspectives 
of social climate (Nesset, Rossberg, Almvik, & Friis, 2009).  
Case study methods (Yin, 2013) can provide in-depth evaluations of service innovations 
(Meyer, 2001) and can incorporate both the service user and researcher perspective, 
through triangulation of multiple data sources (e.g. Urheim, Rypdal, Palmstierna, & 
Mykletun, 2011).  Case studies do not lead to empirical generalisations, though can lead 
to analytic generalisations which can provide both theoretical and clinical insights (Yin, 
2013). 
1.5. Aims 
This paper describes a case study of the implementation of a practice innovation based 
on principles of MBT in a Scottish low secure forensic mental health ward. The study 
utilised an embedded single case design (Yin, 2013). The ward as a whole is the case, 
with the patients and staff seen as subunits of the analysis. The case study examines the 
functioning of the ward over a period of one year, prior to and during the implementation 
of the MBT based service innovation, involving training and group case consultation 
(CC) with the aim of understanding its impact on ward functioning. Proposed ward level, 
staff and patient outcomes for the intervention were identified in advance of the study 
and tested using pattern matching approaches (Table 1) (Trochim, 1989; Yin, 2013). At 
the ward level, the intervention was predicted to have a positive influence on social 
climate, and on staff and patient interactions. The intervention was also proposed to and 
to lead to reduced violence and aggression and reduced staff sickness absence. At the 
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subunit level, the intervention was predicted to have a positive influence on levels of 
staff stress and staff members’ attitudes towards people with personality disorders. 
Finally, the intervention was predicted to have a positive effect on patient motivation 
and engagement in psychosocial treatments.  
 
1.6. Pattern Matching 
Pattern-matching techniques developed from hypothesis testing approaches and involve 
comparing patterns in the raw data with hypothesised patterns (Almutairi, Gardner, & 
McCarthy, 2014). The presence of patterns in the data that match the proposed impact 
of the intervention provides confirmation of the hypothesis as well as strengthening the 
internal validity of the study (Yin, 2013). The three stages of pattern-matching are: 1) 
Stating the study’s proposition; 2) Testing the empirically found pattern from each 
distinct method against the predicted one; and 3) Providing theoretical explanations and 
developing the research outcome (Almutairi et al., 2014, p.241). During development of 
the study protocol the propositions corresponding to stage one of pattern matching were 





A one-day MBT Skills and Awareness training session (Bateman & Treliving, 2013), 
accredited by the Anna Freud Centre, was run for all staff involved in direct patient care. 
This was provided by MBT Scotland through the Forensic Network and NHS Education 
Scotland (NES). The training day was delivered three times with group attendances of 
9, 10 and 11 (Total: 30).  An MBT staff group CC session ran every two weeks for nine 
months facilitated by an external facilitator not associated with the forensic service. The 
session lasted one hour and focused on the process of working with patients on the ward 
and on embedding MBT skills into practice. In total 15 sessions were held during the 
study period. The mean number of attendees was 7.27 (Range: 4-12; median=8, 
mode=7). The study received ethical approval from the South East Scotland Research 




Table 1: Summary of proposed patterns and evidence outcomes 
Proposed Pattern 
Source of Information 
Outcome 
At the ward level, the intervention was predicted to have a positive influence on social climate indicated by: 
Staff reporting improved 
social climate  
EssenCES staff ratings 
Interviews 
Staff social climate ratings were high at the start of the study. Fluctuations in 
Experienced Safety were associated with violence and aggression. 
Qualitative interviews highlighted a steady, positive view of social climate, 
despite an increase in aggression and violence on the ward. 
Patients reporting improved 
social climate  
EssenCES patient ratings 
Interviews 
Reduction seen in ratings of Therapeutic Hold towards end of study period 
which appears to relate to reductions in availability of staff due to increased 
violence and aggression on the ward. Fluctuations in Patient Cohesion may 
reflect the impact of discharges on available supports. 
Increased volume of staff-
patient interactions 
Observations, Interviews 
Observations did not identify any increase in staff-patient interaction 
following introduction of the intervention. The highest level of interaction 
was recorded at baseline (28.6%) which may have been due to changes in 
behaviour as a result of being observed. 
Reduction in violence and 
aggression on the ward 
DATIX incident reporting 
At baseline there were no incidents of violence and aggression in the ward. 
This increased towards the end of the study. Increase appears to have been 
associated with changes in patient population on the ward, due to the 
admission of patients in acute illness phases. 
Reduction in Level of sickness 
absence across term of 
intervention  
Sickness absence reports 
No positive pattern found for changes in sickness absence. A low rate of 
sickness absence at start of study moved to service wide average at end of 
study. Overall reduction from 2014 to 2015 in sickness absence, though both 
years are influenced by long term sickness absences. 
At the staff level the proposed impact was for positive changes for staff  in both level of stress and in attitudes 
towards personality disorder, indicated by:  
Reduction in levels of stress 
experienced by staff across 
term of intervention  
WES-10 scores, Interviews  
Some indications of reduction in conflict amongst staff. This appears to have 
been influenced by a new RMO providing a clinical leadership role in the 
service. MBT CC sessions were also identified as a forum for discussing 
difficulties and coming to conclusions.  
Positive change in  attitudes 
towards patients with 
personality disorders  
APDQ scores, Interviews 
Some increases found in subscales of Purpose/Futility, 
Enthusiasm/Exhaustion and Total Score with difference found between 
baseline and post-training scores. Increase in Enthusiasm Scale maintained 
to end of study. This may indicate a positive effect of MBT in promoting 
positive working with people with PD. 
The proposed impact of the intervention for patients was to demonstrate an increased motivation for 
treatment, indicated by: 
Increased motivation to 
engage in treatment 
PMI scores, Interviews  
Patients reported high levels of motivation at baseline. Over course of the 
study a decline in motivation and confidence in the unit was identified. This 
contrasted to qualitative accounts which highlighted increased motivation 
which appeared to be impacted by perceived progress in treatment 
Increase in engagement in 
therapeutic activity 
Observations, Interviews 
Observations did not identify any increase in staff-patient interaction. 
Patients reported being engaged in a range of activities and staff identified 




The study was based in a low secure forensic mental health ward. The case was selected 
due to convenience and access, and the opportunity to examine the implementation of a 
novel staff based intervention. The study recruited both staff and patients. The study did 
not employ randomisation procedures, as the focus was on the ward as a whole. For the 
patient sample, exclusion criteria included presence of an acquired brain injury, being 
deemed unable to give consent by their treating psychiatrist, unable to speak English and 
under 18 years of age. For staff, only those working on the ward for at least one session 
(0.5 work day) per week were considered, so that they would have sufficient exposure 
to the ward atmosphere. No potential participants were excluded based on these criteria.  
Seven male inpatients consented to take part in the research, from a potential pool of 14. 
The mean age of participants was 40.14 years (SD: 9.35). All patient participants had a 
diagnosis of mental disorder including Schizophrenia (n=3), Bipolar Disorder (n=2) and 
other (n=2). Five patients were identified to have issues in personality functioning, 
including 3 having a formal diagnosis of Dissocial PD. Five patients were identified by 
their clinical team as having traits suggestive of Emotionally Unstable PD, without a 
formal diagnosis.  
The staff sample included all clinical staff with input to the ward. The nursing staff team 
comprised a mixture of registered nurses and ‘untrained’ Nursing Assistants. During the 
study period four nursing staff joined the ward and three left. Fourteen other clinical 
staff also provided input to the ward. The total pool of staff was 43. In total, 37 staff 
(86.0%) consented to take part in the study, comprising 18 nurses (48.7%), 10 Nursing 
Assistants (27.0%) and 9 other clinical staff (24.3%).  
2.3. Data Collection 
Data collection occurred longitudinally with monthly data collection for one year. There 
were four periods of more intensive data collection at baseline, following MBT training, 
at midpoint of the CC sessions, and at the end of the intervention (Table 2). The data 
collection plan was designed to test the study propositions (Table 1) and examine for 
unique effects of each phase of the intervention. There are four sources of data collected 
in the study: observations, qualitative interviews, questionnaires and routine data. Field 
notes and personal reflections were recorded throughout the study period to maintain 
awareness of the researcher’s role in the process (Carolan, Forbat, & Smith, 2015). 
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Table 2: Data collection summary table 
Phase: Baseline Baseline / 
MBT 
training 




February March April May June July August September October November December 
2015 























EssenCES EssenCES EssenCES EssenCES 
PMI 
Interviews 
EssenCES EssenCES EssenCES EssenCES 
PMI 
Interviews 

































Intervention:   Staff 
training 
Session x3 























Observations were completed by the two researchers acting as complete observers. All 
observations were carried out in the day room area of the ward, and only included data 
from within the room. Observational data was recorded using Momentary Time 
Sampling (MTS). MTS involves recording the occurrence of a behaviour if it is present 
at the end of a recording period (Saudargas & Zanolli, 1990). Multiple observation 
periods (of 15 minutes), spaced throughout the work day (9-5), were carried out on four 
occasions (baseline, start of RP, midpoint, end of study).  All staff members and patients 
were asked to provide informed consent to be observed. Only data from those who 
consented to being included in the study were collected. The number of people present 
in the day area during observations was also recorded. Observations were completed 
using an interval timer and a paper recording sheet (Appendix N). Cohen’s kappa was 
used to assess inter-observer agreement of the categorical data (frequency counts), with 
0.70 as an acceptable level of agreement (Ostrov & Hart, 2014). High levels of 
agreement were found for a total of 75 minutes joint observations by two raters (Cohen’s 
Kappa = 0.88). 
2.5. Questionnaires 
The Essen Climate Evaluation Schema (EssenCES; Schalast, Redies, Collins, Stacey, 
& Howells, 2008) is a 17-item measure of social climate. It has demonstrated good 
reliability and validity across different forensic settings in the UK and a three factor 
structure is supported (Howells et al., 2009; Milsom, Freestone, Duller, Bouman, & 
Taylor, 2014; Tonkin et al., 2012). The three factors, therapeutic hold (α= 0.76), patient 
cohesion (α= 0.86) and experienced safety (α= 0.74) along with the total score (α= 0.79), 
show good internal consistency in both staff and patient samples in a UK medium secure 
sample (Milsom et al., 2014). The mean scores for each month were used to assess social 
climate (Tonkin, 2015). Higher scores indicate a better social climate. A recent 
systematic review recommended the EssenCES for routine monitoring of social climate 
(Tonkin, 2015).  
The Working Environment Scale (WES-10; Rossberg, Eiring, & Friis, 2004; Rossberg 
& Friis, 2004) is a 10-item scale measuring morale and stress in the work environment, 
developed for inpatient psychiatric staff. It has been commonly used in research 
alongside the EssenCES (e.g. Alderman & Groucott, 2012). The WES-10 has four 
subscales: Workload (α= 0.84) and Self-realisation (α= 0.85) scales show good internal 
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consistency; Conflict (α= 0.69) and Nervousness (α= 0.66) show acceptable internal 
consistency (Rossberg et al., 2004). Higher scores on the Conflict, Nervousness and 
Workload scales indicate higher work stress. Higher scores on the Self Realization scale 
indicate more experiences of support and job satisfaction. The Self Realization subscale 
correlates with the Experienced Safety and Therapeutic Hold subscales of the EssenCES 
(Tonkin et al., 2012) and with a measure of patient satisfaction (Rossberg, Melle, 
Opjordsmoen, & Friis, 2008), providing evidence of construct validity. 
The Attitudes to Personality Disorder Questionnaire (APDQ; Bowers & Allan, 2006) 
is a measure of attitudes held by staff towards patients with PD diagnoses. The APDQ 
has 37 items (35 items scored) and confirmatory factor analysis supports a structure of 
five subscales: Enjoyment/Loathing, Security/Vulnerability, Acceptance/Rejection, 
Purpose/Futility and Enthusiasm/Exhaustion. The Total score demonstrates good test-
retest reliability (r= 0.71) and high internal consistency (α= 0.94; Bowers & Allan, 2006). 
There are norms for the ADPQ for forensic inpatient staff (Carr‐Walker, Bowers, 
Callaghan, Nijman, & Paton, 2004). Higher scores indicate more positive attitudes.  
The Patient Motivation Inventory (PMI; Gudjonsson, Young, & Yates, 2007) consists 
of 16 true/false statements developed on a UK sample of mentally disordered offenders. 
The measure consists of three subscales: internal motivation (α= 0.79), no confidence in 
the unit (α= 0.75), and feelings of failure (α= 0.65) (Gudjonsson et al., 2007).  A total 
score is also calculated by summing the three scores and has demonstrated a good 
internal consistency (α= 0.83; Beazley & Gudjonsson, 2011). The 'no confidence in the 
unit’ and ‘internal motivation’ subscales correlate with the total score of the ward 
atmosphere scale (WAS; Moos, 1989), suggesting a link between patient motivation and 
social climate (Beazley & Gudjonsson, 2011). Higher scores in the Total score, Internal 
Motivation and Feelings of Failure indicate higher motivation. Higher scores on the no 
confidence in the unit subscale indicate lower motivation.  
2.6. Interviews 
Interviews with staff and patients were completed at baseline, midpoint and at the end 
of the study period (Table 2). There were three strands to research interviews; staff, 
patients and managerial. Semi structured interview questions were developed prior to 
the study (Appendix O) and adapted using emerging themes from early interviews to 
inform later interviews. In all, 24 interviews were conducted (7 at Baseline, 9 at midpoint 
and 8 at endpoint), incorporating eight patient interviews (3 baseline, 3 midpoint, 2 
endpoint), eleven staff interviews (2 baseline, 4 midpoint, 5 endpoint) and five 
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managerial interviews (2 baseline, 2 midpoint, 1 endpoint). Two patients, two 
managerial staff and two staff members completed multiple interviews. The mean length 
for interviews was 28mins for patients (Range: 11-49mins), 24mins for managerial 
interviews (Range: 9-35mins) and 27mins for staff interviews (Range: 18-46mins). 
Transcripts were analysed using framework analysis (Gale, Heath, Cameron, Rashid, & 
Redwood, 2013; Ritchie & Spencer, 2002) (Appendix P). All interviews were recorded 
and transcribed with a focus on accuracy of content (Ward, Furber, Tierney, & Swallow, 
2013). Following familiarisation with the data, baseline patient interviews were coded 
using Dedoose data analysis software (SocioCultural Research Consultants, 2013) and 
reviewed to form an initial coding framework. This framework was applied to the 
remaining staff interviews from the baseline phase, with extra care given to data that did 
not fit the framework. The coding was reviewed, with codes further defined, clarified 
and grouped into categories (Gale et al., 2013). There were 67 codes across 14 categories 
in the initial framework. This framework of categories was examined for commonalities 
and grouped into five overarching themes: the therapeutic relationship, current treatment 
& future progress, structures, rules & restrictions, the social climate, and staff skills and 
supports (Table 3). This framework was applied to the remaining interviews and was 
framework was revisited to examine for the emergence of new codes and categories to 
ensure comprehensive coverage of the data (Gale et al., 2013). The final framework 
contained 69 codes which fit within the original five themes. A second reviewer 
considered the framework for each stage of the study for consistency with the final study 
report to ensure accurate reporting of findings. The qualitative data is integrated with 
other data sources in the results. Only data relevant to the study propositions or rival 
explanations are reported.  
2.7. Routine Data 
Monthly rates of staff sickness absence and number of incident reports for violence and 
aggression, serious violence, and episodes of restraint on the ward (Datix reports) were 
collected. These data streams, along with EssenCES monthly means, are short time 
series data. They are presented graphically and analysed using visual analysis (James, 
Smith, & Milne, 1996). Due to the sensitivity of visual analysis to Type II error 
(Borckardt, Murphy, Nash, & Shaw, 2004) a cross correlation co-efficient (CCF; 
Borckardt et al., 2004) was calculated in cases where visual analysis indicated potential 
relationships between variables. Each CCF was calculated for a Lag of 1 month for either 
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variable, as well as a direct relationship. Due to multiple comparisons the p-value for 
CCF tests was reduced using a Bonferroni Correction (p=0.01667). 
Table 3: Framework Themes 
* Code added at midpoint of study      ^ code added at endpoint of study 
 




Availability, Staff–Responsibility, Professional 





Patient/Staff Relationship, Difficult Patients, 
Feeling understood, Empowerment, 
Communication about treatment, Dilemma of 
sharing problems, Feedback,  




Personal Growth, Personal Journey, Emotional 
Experience, Mental health, Personal 
Motivation, 




Family Connections, The Future, Unreality of 
Hospital 




Medication, Structured Therapies,  
Rehabilitation, 
Things to do, Psychological therapy, Clinical 
team meetings* 
Therapeutic Input 
Care and Treatment, Person Centred Care, 








Structures and Procedures, Flexibility of rules, 
Contextual Factor – Hospital, Contextual Factor 
– Legislation, Risk Management 
Formal Structures 
and Processes 




Social Climate, Safety, Feeling part of things, 
Support – Mutual, Physical Environment, 




Conflict, Consequences, Stressors Conflicts 
Boundaries, Reflecting ,Staff Development,  
Staff Motivation 
Staff Qualities and 
Skills 
Staff Skills and 
Supports 
Staff – Team, Leadership, Support for Staff Support Structures 
MBT Training and Case Consultation 
intervention,  Implementation, 





The results section focuses on evidence related to the outlined propositions for changes 
at the case (ward) and subunit (staff and patients) level (Table 1). To contextualise the 
results a summary table of events on the ward was completed based on routine data and 
field notes (Table 4). This summary table included staffing changes, other interventions 
on the ward and routine data and was used to develop understanding of the study 
outcomes and potential rival explanations. 
3.1. Ward Level outcomes 
The proposition at the ward level was for the intervention to lead to: a) improvement in 
staff and patient reported social climate; b) increased staff-patient interaction; c) reduced 
sickness absence; and d) reduced levels of violence and aggression (Table 1).  
Table 4: Timeline of events on ward over year of research study 




1.44 0.84 1.77 2.04 2.81 2.67 3.49 3.35 3.53 4.81 6.9 6.34 
Violence & 
Aggression 
0 0 0 1 2 0 0 0 3 9 14 3 
“Serious” 
Violence 
0 0 0 0 0 0 0 0 1 3 3 1 
Restraints  0 0 0 0 1 0 0 0 2 7 5 2 
Patient 
Changes 
 1 Discharge 
    1 Admit 
         1 Discharge 
                 1 Admit 
1 Discharge 
  1 Admit 
1 Discharge 




   Psychiatry 
registrar left 
    2 Nurses left 
New Junior 
Doctor 
     3 Nurses start     











New permanent RMO 
Psychology 
groups 
   Knowing me group      
    Connections Group Module 1 & 2  
Intervention   MBT 
Training 
3 sessions 
 MBT reflective practice sessions 
RMO = Responsible Medical Officer – person responsible for managing patient care under Mental Health 
(Care and Treatment) (Scotland) Act 2003; DATIX- Incident management  reporting  service; Knowing Me is 





3.1.1. Reported Social Climate Outcomes 
Prior to the start of the intervention, scores on the EssenCES for the total sample were 
significantly higher for Therapeutic Hold and Experienced Safety, as compared to norms 
for a medium secure unit (Milsom et al., 2014) (Table 5). There were differences 
between staff and patients in social climate ratings subscales with patients rating the 
Patient Cohesion (t(28)= 2.49, p<0.05) and Experienced Safety  (t(28)= 2.90, p<0.05) 
subscales higher than staff members.  
Table 5: Baseline EssenCES Measurement 
 Current Study  Medium Secure unit^ 
 Patients Staff Total  Patients Staff Total 
N (January) 6 24 30  89 112 201 
Therapeutic Hold 15.17 16.08± 15.90±  11.96 14.85 13.64 
Patient Cohesion 12.83* 8.92 9.70  9.90 9.72 9.80 
Experienced Safety 15.17*± 11.62± 12.33±  11.69 9.95 10.70 
^ Data from Milsom et al. (2014) * Patient score significantly higher than staff rating (p<0.05) 
for current sample  ± Significantly higher (p<0.05) than norms of medium secure unit  
The themes of therapeutic relationship and social climate were seen as relevant to social 
climate outcomes. At baseline, qualitative interviews expressed broadly positive views 
of the social climate. Patients reported positive, if detached, relationships with other 
patients. The atmosphere of the ward was generally described as settled, supportive and 
positive, with any disturbances being short lived. However, two patients shared 
experiences of feeling unimportant or uninvolved in the ward environment, which 
appeared to impact on motivation: “I was trying to participate but I was more or less 
standing twiddling my thumbs” (P1, baseline). Staff members and managers felt that 
tensions on the ward related to mental health difficulties: 
“The thing that causes maybe some times a bit of a tense atmosphere, obviously if 
someone is that unwell and they’re being quite loud and aggressive and that, does tend 
to upset people, because obviously you cannot always get away from that especially 
during the day during the week” (S1, baseline).  
Visual analysis of social climate scales identified no changes linked directly to the 
introduction of the intervention (Figure 2). The same high level of social climate was 
maintained to the end of the study. However, the overall scores appeared to obscure 
changes in staff and patient ratings of social climate (Figure 3-5). Patient scores 
indicated reductions in patient cohesion across the term of the study, as well as a 
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reduction in therapeutic hold. Staff ratings appeared to show less change across the study 
term, though there were noted fluctuations on the patient cohesion and experienced 
safety measures.  
Consistent with ratings of experienced safety and numbers of reported incidents at the 
midpoint of the study (August, Figure 5) staff members described a settled ward 
atmosphere. Deteriorations in mental health of patients were seen to lead to temporary 
changes to ward atmosphere: 
“obviously if one of the patients or two of the patients have a wee deterioration or 
they’re angry or whatever you can feel a bit, the ward is a bit tense” (S6, midpoint) 
The settled ward atmosphere was perhaps further accentuated by patients often being off 
the ward during the day:  
“I think what has happened is that the noisier, the more vocal patients, are the guys 
who have been here the longest but they are also the guys who have now attained the 
most time out, so therefore they are off the ward a good percentage of the day either 
doing therapeutic activities or using their own time out” (S2, midpoint) 
Changes in the staff team (Table 4), may have reduced staff availability and was 
identified by staff as potentially unsettling for the patient group though were not raised 
by the patient group:  
“Two of his nurses have left.  Or old nurses.  And he was quite, able to be quite open 
with them had a good rapport with them so I am glad I am still here for him” (S6, 
midpoint) 
Managerial staff felt that therapeutic relationships remained positive, with one manager 
feeling that therapeutic relationships had possibly improved though the driver of this 
change was unclear:  
“I think the relationships have changed but I don’t know how much it has been since 
MBT came in and how much was changing [anyway]” (M2, midpoint). 
3.1.2. Violence and Aggression outcomes 
DATIX incident reporting demonstrated an increase in incidents of violence and 
aggression across the term of the intervention (Figure 2). There were six months with 
no reported incidents of violence and aggression. There was an increase in violence and 
aggression identified from month 9 of the study (September), including eight incidents 
of physical violence from September to December, a category covering physical assault. 
The data indicates a potential relationship between sickness absence and violence and 
aggression (Figure 1). A CCF showed that Violence and Aggression was strongly 
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associated with Staff Sickness (LAG:-01; r=0.79; p=0.002) with increased violence and 
aggression related to the following month’s sickness absence.  
Variation in patient and staff ratings of experienced safety appeared to reduce during the 
peak of aggressive behaviour in the ward.  This was examined using a CCF, with 
increased violence and aggression being significantly related to reduced patient 
experienced safety (LAG: 0; r=-0.72 p=0.008). Violence and aggression was also related 
to staff experienced safety (LAG:-01; r=-0.68; p=0.010) indicating that the preceding 
month’s incidence of violence and aggression was related to staff members’ ratings of 
experienced safety.  The reduction in experienced safety towards the end of the study 
appears to link to changes in the composition of the patient group. Patients identified 
that there were now “more voices raised” (P3, end point) with one patient making 
reference to the EssenCES stating that “some patients are that excited all the time and 
you need to approach them with caution” (P1, end point) leading to increased anxiety 
and tension on the ward. Staff members had also noticed this change: 
“Three admissions since then, they have come in and ruffled the feathers of some of 
the other boys with their behaviours.” (S8, end point) 
“I mean you have your moments when you’ve got somebody that’s really unwell comes 
in and it can really upset the balance” (S10, end point) 
Staff reported needing to be aware of risks, though they generally felt safe in the 
environment, though one patient identified a sense that staff were frightened on the ward.  
“So if a patient has an issue with me, all the staff are aware of that. So I feel quite 
safe.” (S9, end point) 
 
 “I noticed some of the staff feel frightened of the patients… … I think that it impacts 
on the rest of the patients and you feel less secure” (P1, end point).  
Violence and Aggression was also found to be strongly related to patient therapeutic 
hold (LAG:-01; r=-0.82; p=0.002) (Figure 3), indicating that changes in violence and 
aggression preceded changes in Therapeutic Hold. This interpretation is supported by 
qualitative data, with both staff and patients suggesting that the increased violence and 
aggression had negatively impacted therapeutic relationships through reducing staff 
availability: 
“Last night I was trying to get a 1:1 with my nurse but I could not get a 1:1 because 
the staff are busy and run off their feet” (P1, end point) 
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“A lot of focus that had to be given to maybe one or two people which meant that other 
people were in the background you know really weren’t getting the same level, they 
didn’t require it but maybe they weren’t getting the same level of support or sort of 
input as they have been.” (S11, end point) 
 









3.1.3. Staff-Patient Interactions outcomes 
Observations and interview data tested the proposition that the intervention would lead 
to an increase in time staff spent interacting with patients on the ward. The theme of 
therapeutic relationship was particularly relevant to this proposition. At baseline, 
patients described relationships with their keyworkers as the central relationship. 
However, an overreliance on the keyworker may have led to patients feeling there was, 
at times, no-one available to help them with their concerns:  
“I’m told it’s my keyworker I have to go and see about it but she is on night shift just 
now you know what I mean so it’s not every night she’s on” (P3, baseline). 
Staff members felt they had good working relationships, with talking about common 
interests and being open and honest with patients seen as a means of building rapport. 
There was recognition of a need for consistency in care with two participants 
highlighting the importance of staff “singing from the same hymn sheet” (S1, M1, 
baseline). However, this consistency needed to sit beside individualised treatment, 
which required effective communication from staff:  
I think that consistency is definitely a key factor with these guys, particularly the guys 
who are more personality disorders you know, and explaining why there may be 
differences between the way one person is being treated versus how they are feeling 
and may be being treated you know in terms of individualised care (S2, baseline) 
Table 6: Observational data outcomes 
 Baseline Post-
Training 
Midpoint End of study Total 
Time Observing  
(mins) 
60* 120 150 120 450 
Excluded points  
(no patient present) 
17 0 19 17 53 
Percentage Time 
Interacting 
28.6% 16.7% 14.2% 17% 17.3% 
*5 data points removed due to participant interacting with observer 
From observations, in contrast to the proposed pattern, a reduction in proportion of time 
spent in interactions was found (Table 6). A chi-squared test demonstrated that the level 
of interaction recorded at baseline was significantly higher than expected (χ2=10.61; 
p<0.05), with no differences between the other three time-points. This data contrasted 
to patient accounts that staff were more available at the end of the study, though patients 
did express a preference for 1:1 private conversations with staff as opposed to more 
general interactions in the open areas of the ward where the observations took place:  
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“So if you want a blether or that just go up, come for a talk mate. Alright no bother, 
I’ll be there the now. Straight away you know what I mean, all the time” (P3, 
endpoint) 
The decrease in patient perceptions of therapeutic hold (Figure 3) is in contrast to 
qualitative interviews, which report a generally improved relationship with staff across 
the study period. At midpoint, patients reported some improvement in therapeutic 
relationship with staff. This ranged from feeling supported by staff, patients valuing time 
with staff, and being able to share a joke. Though the baseline interviews described the 
keyworker relationship as central, midpoint interviews identified a wider range of 
positive relationships, with staff seen as more interested in the patients and willing to 
offer help:  
“But staff told me, if you ever feel that, or hear that in your head, you can talk to, 
come talk to us and have a 1:1...” (P4, midpoint) 
Patients also described staff feedback, openness and honesty as important, including 
staff sharing their thoughts about the patient needs:  
“These sorts of things are always good to know, always good to know. Prove them 
wrong and that you know what I mean. If you are in the wrong then you ken that is 
how you are thinking, that’s braw, so step over to the right a little bit, or to the left a 
little bit”  
(P3, midpoint) 
At the end point, despite concerns about staff availability, patients expressed satisfaction 
with therapeutic relationships. Staff were seen by patients to be more responsive and to 
be considering patient needs. 
3.1.4. Sickness Absence Outcomes 
The rate of sickness absence was low (1.44%) during the baseline phase (Figure 1). 
Routinely collected staff sickness absence data (Figure 1) demonstrated an increase in 
sickness absence rates as the year progressed. The service moved from a very low 
sickness absence rate at baseline to an average level compared to the service wide 
sickness absence. Visual analysis identified a potential relationship between patient 
therapeutic hold and sickness absence (Figure 3). Examination of CCF indicates no 
significant relationship between staff sickness absence and therapeutic hold as 
experienced by patients with the strongest value found for changes occurring at the same 
time (Lag: 0; r=-0.68; p=0.020). No qualitative data was seen to discuss sickness 
absences or their impact on ward functioning. Sickness absence data is sensitive to the 
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impact of long term sickness absence which accounted for 71% of total sickness absence. 
Comparison to the year prior to the study (2014 vs 2015) shows a decrease in sickness 
absence of 39.5% (hours lost to sickness absence reduced from 2857.8 in 2014 to 
1729.17 in 2015). 
3.2. Patient Outcomes 
The proposed pattern is for the staff based intervention to have an indirect effect on 
patients through changes in staff practices on the ward (Table 1). This was predicted to 
lead to improvements in patient motivation, including increased engagement in 
psychosocial interventions. Information from qualitative interviews was also used to test 
the proposition by examining the experience of patients on the ward at different points 
of the study, with the themes of current treatment and future progress and structures, 
rules & restrictions seen as particularly relevant. 
3.2.1. Patient Motivation 
At baseline, patients reported higher levels of Internal Motivation (t(5)= 11, p>0.05) and 
more Confidence in the Unit (t(5)= -4.656, p>0.05); with no differences on the Feelings 
of Failure subscale; as compared to an open forensic ward (Gudjonsson et al., 2007).  
 
Figure 6: Patient Motivation Inventory for whole sample (^ from Gudjonsson et al. (2007)) 
At baseline, patients spoke positively about available interventions, in particular 
structured activity and distractions. Time off the ward was seen as valuable as a means 
to escape any tensions and as a marker of progress by both patients “[Time out] is pretty 
precious to me, as it gets me out of the ward and gets me a break…from the place for a 














Internal Motivation No Confidence in the Unit Feelings of Failure Total
110 
 
“A lot of them have time out at the moment and stuff but it wasn’t always like that, I 
think it was more difficult when a lot of the boys didn’t have time out and they are 
obviously stuck in here to a certain extent” (S1, baseline). 
Patients recognised that staff had a role in trying to enhance motivation: “well, they can 
encourage me to do things, but it really depends on what it is, because I don’t usually 
go and enjoy things that I don’t really like doing” (P1, baseline). There was recognition 
amongst staff of the frustration felt by patients at the speed of progress though staff were 
hopeful that many patients were starting to see “light at the end of the tunnel” (S2, 
baseline).  
Quantitative data identified a reduction in patient motivation across the term of the study 
(Figure 6), in contrast to the proposed pattern. There was a slight reduction in internal 
motivation, decreased confidence in the ward and less motivation by fear of failure, 
though the levels of motivation were still comparable with less secure settings (Figure 
6). The reduction in motivation is not mirrored in qualitative data. Patients described 
positive changes in treatment focus across the study period, with staff seen to be aiding 
patients to make progress: “some of the staff will get some of the patients up and doing 
things and starting making progress” (P1, midpoint). Staff recognised that, for patients 
“motivation is encouraged by them seeing their peers move on” (S8, midpoint). Staff 
identified frustrations when efforts to engage patients did not work out:  
“We try to introduce different things, different types of activities, personally I have 
tried quite a few different ones…and try to get them interested. They just don’t want 
to” (S7, midpoint) 
Time off the ward, which continued to serve as a marker of treatment progress and was 
a means to relieve stress and break up boredom. Though some patients felt stuck: “I 
mean 7 years I have spent every day sitting here. Imagine that” (P4, midpoint). One 
patient described a sense of being involved in their treatment: 
“If you had asked me this last week I would said no I have no choice I have to go to 
this, I have to go to that… but then [Staff member] said to me last night, [P3] you 
don’t need to go to these things”. (P3, midpoint)  
Staff felt that there was variation in patient motivation with some indication that many 
in the patient group were motivated:  
I would say maybe 60% of the patients here are motivated. But I would say maybe 
40% that aren’t and the reasons they aren’t are in relation to maybe insight, how well 
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they are at the moment …and then there are a few that actually would prefer to stay in 
hospital anyway” (S11, endpoint) 
3.2.2. Patient engagement outcomes 
Patient engagement was assessed through interview data, with reference to the theme of 
current treatment and future supports and therapeutic relationship. At baseline, patients 
were seen to be engaged in activities: 
“most of them are fairly motivated am and they do all have …structured days they do 
engage with psychology they do engage with OTs they are engaged in their active 
treatment their treatment plans in 1:1 with nursing staff.” (M1, baseline) 
However, there was some indication of a staff having difficulties in motivating patients: 
“No means no and that’s it, they don’t go kind of go back and look at it a different way 
or you know, so it’s a bit tricky” (S2, baseline).   
One patient described the ward as “totally different” (P3, endpoint) at the end of the 
study. This may in part be due to progression in rehabilitation, though may also relate to 
the positive therapeutic relationships identified. A move towards a person centred 
approach was also described “I think they are more like, thinking more about me and 
less about risk and stuff like that” (P1, endpoint). Staff members commented on positive 
changes to the clinical team meeting, including empowerment of patients and a more 
collaborative focus: 
 “I wonder if changes say in the clinical meetings, the patients not going in anymore, I 
certainly feel that I am falling out with patients less because I am not giving them 
feedback. But you are not caught in that environment where you are in that interaction 
where you are trying to sort of give feedback in front of a number of people which is 
then leading to people becoming upset” (S11, endpoint) 
Though staff members identified the patient group as difficult to motivate, there was a 
recognition that with support patients would engage in therapeutic interventions:  
“The emphasis in the last year I would say it has moved away as much from that into 
more toward psychology and psychology led groups and things like that. So I suppose 
there has been a big change and a big shift. And whereas before the patient originally 
would say oi just want to go to the gardens, I am not engaging in psychology and stuff, 
and I think that subtly they are aware that they have to do these things to progress and 
they have to address their offending and their relationships or whatever it actually is 
and they are able to do this and they’re more engaging in that kind of work. I think it 
has been a whole team approach to make that happen but I think that it has been a 




“It is sometimes a wee bit like herding sheep to get them to come, but actually, 
generally anyone straying away they do come and staff do support that as well” (S11, 
endpoint) 
3.3. Staff Outcomes  
The proposed pattern was for the intervention to have a direct impact on staff stress and 
to improve staff attitudes towards working with individuals with personality disorders. 
The themes of staff skills and support and current treatment and future progress were 
seen as particularly relevant to these patterns. 
3.3.1. Staff stress outcomes 
Baseline staff levels of stress were not significantly different to scores found in the 
development study of the WES-10 for self-realisation, workload or nervousness 
(Rossberg et al., 2004). However, the Conflict scale was significantly higher in the 
current sample, indicating a higher level of inter-staff conflict and difficulties in 
resolving loyalties in the sample (t(29)= 4.023, p>0.05). Staff members identified the 
team as cohesive and well supported by management, though managerial interviews 
identified some tensions in the staff team:  
What feels like to me is happening is think there is two clear teams and it is split, 
whether that is being projected from patients or whatever, but am there is a split now 
which wasn’t there before. And that’s, that’s what concerns me about the containment 
level and when are we moving patients on” (M2, baseline). 
The ward had experienced several changes in Responsible Medical Officer (RMO) over 
the previous two years and this was recognised as an area for improvement: 
“I think having a clinical lead, who knows what direction of travel we are going in, 
what direction of travel they want to take the ward down, who is quite clear of I 
suppose their job description, their parameters they can work under, and somebody 
who wants to take it forward in a direction you know, I think that, I think that’s 
probably would be the best way forward for the ward” (S2, baseline) 
Similarly, the lack of a forum for reflective practice was seen as a gap in the service, and 
skills in reflection were seen as fundamental, particularly in managing boundaries, 
building staff confidence and challenging negativity: 
“Not having that [formal reflective practice] I am aware of this massive gap. And, with 
new staff coming in, it’s clear evidence that they’re not, their thinking is not into that 
way so as teams that have actually grown up with that process, so I see a huge gap in 
that and that’s here we don’t have that, we’ve never had that. Even though we’ve tried 
to promote that culture they don’t know what it’s like. So, I just think, from team 
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dynamics from morale from all the rest of it it’s a vital part of the day to day job” (M2, 
baseline) 
At the study midpoint a “professional difference of opinion” (S2, midpoint) remained, 
centred on maintaining a balance between risk and recovery focus was still apparent. 
There was some suggestions of improvement in this area by the study midpoint:  
“I think it is getting better, because I think there was definitely two camp… certain 
staff were more recovery focused than others, from a nursing point of view that is 
definitely the way we are encouraged to think am, and it was difficult to all be on the 
same page at the same time but I think we have overcome that through discussion and 
you know listening to each other and you know justifying why we think a certain 
decision should be made and in the end the team has all kind of come together am and, 
and agreed on the way things should progress for any given individual” (M3, 
midpoint) 
Table 7: WES-10 (n=14) scores for staff members with full data sets 
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± d.f. (3, 13)   *small effect size **medium effect size  
A repeated measures ANOVA was completed on the WES-10 subscale scores for all 
participants with full data sets (n=14; Table 7). A medium effect size was found for 
Conflict (η2p= 0.17), Workload (η
2
p= 0.172) and Nervousness (η
2
p= 0.128) though 
these effects did not reach statistical significance (Figure 8). Post-hoc comparisons of 
means indicate that the differences in Conflict are greatest between Baseline and End of 
study, though this effect was not found when all participants who completed the baseline 
and end of study measures are compared (t(20)=0.98; Cohen’s d=0.26) (Figure 7).  
In qualitative interviews, staff described that the new RMO on the ward had given the 
staff team an opportunity to engage in treatment planning from a fresh perspective as 
well as help to formalise treatment planning and provide direction. This was tentatively 
welcomed by patients who also valued the opportunity for a “different set of opinion” 




“I think we have also filled obviously the consultant post aswell and I think that has 
had a big impact as it has meant maybe the other members of staff who were having to 
do multiple roles are actually now able to go back to what their job is, because they 
were having to do some of the consultant stuff. So I think in that sense that has 
provided some containment for everybody, because everybody can then feel they can 
sit back in their seat and do their bit working with each other rather than doing bits of 
other people’s job” (S11, endpoint) 
At the end of the study, the impact of MBT CC sessions was identified as a forum for 
promoting reflections, sharing problems and building team cohesion: 
“I think as a team we are much more together because we have sort of spent time in 
the room putting it out there you know and discussing things and that is what is what 
I’m saying. That is extremely valuable… …I mean I wouldn’t like to lose it because it 
is a great forum just to get things off your chest and discuss things as a team so that 
everyone else knows what position you are in and it’s not just them feeling in that sort 
of way” (M1, endpoint). 
“it’s kind of like that clinical group supervision - just to have the chance as a team to 
sit down and just air all our thoughts, and not really coming to a solution but just 
having that ability to do that” (S10, endpoint) 
One patient attributed positive changes in staff behaviour tentatively to the MBT CC 
group though he was unsure about the means through which the group impacted the 
ward:  
“I dinnae ken what it is, I think it is that group they have all been doing or something 
like that    I: alright so this is the MBT group    P: I don’t ken what it is called or 
anything like that. But I ken that they go to it... It is good though. Excellent.” (P3, 
midpoint) 
Staff had begun to use MBT as a means to take the perspective of the patient and one 
staff group had decided to trial an MBT approach with a patient that identified the 
approach as helpful. Staff members provide examples of using MBT skills, including 
staff support and challenging using mentalizing as a means to consider staff-patient 
interactions:  
“So we have talked about it in our nursing groups about how we have used it, what 
was the benefit what was the disadvantages of using it and we have talked about it 
within our groups and from that, our little group of nurses if you like is going to take 
that forward with a certain patient because it obviously has some sort of benefit to 
him” (S10, endpoint) 
 “I certainly find it very useful with patients who have personality disorder and 
patients who I feel with them I am going round and round in circles.” (M1, endpoint) 
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However, there were some stresses associated with the CC group, which appeared to 
centre on finding solutions through the process: 
“It could feel like a little bit of a moan, like everybody was just having a moan, but 
sorry when you do something, it is not about sitting and moaning, and everybody has 
an opinion on what is troubling people, but it, it is like it needs to be a little bit more 
constructive”  
(S9, endpoint) 
3.3.2. Attitude Outcomes 
Staff demonstrated a generally positive attitude to personality disorder at baseline 
(Figure 9). The mean at baseline was higher than that found in a sample of Dangerous 
and Severe Personality Disorder Unit staff for the subscales Enjoyment/Loathing 
(t(31)=6.78, p<0.05), Acceptance/Rejection (t(31)=5.773, p<0.05) and Purpose/Futility 
(t(28)=4.35, p<0.05) (Carr‐Walker et al., 2004). A repeated measures ANOVA was 
completed on the subscale scores for all participants with full data sets (n=12; Table 8, 
Figure 10). A medium effect size (η2p=0.21) was found for the Enthusiasm vs 
Exhaustion subscale (this difference also reached statistical significance). Post hoc 
comparisons indicate that the difference in scores was found between baseline and Post 
training time-points, tentatively indicating an effect of the MBT Skills and Awareness 
training. A medium effect was also found for total score (η2p=0.166) and Purpose vs 
Futility (η2p=0.129) though this did not reach statistical significance. Again the main 
differences in means occur between baseline and the post-training time-points (Figure 
9) indicating a possible effect of the MBT skills and Awareness training. Further analysis 
with the larger sample of participants who completed the baseline and post training 
measures confirmed a statistically significant effect for total score (t(20)=-3.187; Cohen’s 
d=-0.45); Enthusiasm/Exhaustion (t(23)= -4.322; Cohen’s d=-0.67) and Purpose/Futility 
(t(20)=-2.098; Cohen’s d=-0.50). The change found on scales measuring enthusiasm and 
optimism would suggest a beneficial impact of the training intervention. However, the 








Table 8: APDQ (n = 12) scores for staff members with full data sets 
 Baseline 














APDQ M (SD) M (SD) M (SD) M (SD) M (SD)   
Total 21.29 2.20 22.28 1.95 22.60 2.38 22.28 1.86 21.89 1.83 2.197 0.166** 
Enjoyment / 
Loathing 
3.46 0.47 3.47 0.44 3.53 0.73 3.59 0.58 3.44 0.66 0.297 0.026* 
Security / 
Vulnerability 
4.79 0.53 4.92 0.59 5.00 0.59 5.00 0.48 4.92 0.54 0.890 0.075* 
Acceptance / 
Rejection 
5.25 0.43 5.12 0.51 5.20 0.50 5.12 0.48 5.20 0.53 0.372 0.033* 
Purpose / 
Futility 
4.33 0.80 4.78 0.59 4.75 0.67 4.69 0.54 4.50 0.58 1.632 0.129** 
Enthusiasm / 
Exhaustion 
3.46 0.68 4.00 0.67 4.13 0.68 3.88 0.83 3.92 0.56 2.920₸ 0.210** 
^d.f. (4, 11) *small effect size **medium effect size  







3.4. Summary of Results 
At the ward level, the overall positive functioning of the ward at baseline impacted on 
likelihood of finding differences in quantitative measures. Though overall scores for 
social climate indicate few changes (Figure 2), examination of patient and staff 
outcomes demonstrated changes in patients’ perceptions of patient cohesion and 
therapeutic hold. Fluctuations were also identified in staff experienced safety which 
appeared linked to levels of violence and aggression on the ward. The increases in 
sickness absence and in violence and aggression were associated, through triangulation 
of data, with changes in the patient composition rather than being related to the 
intervention. Violence had negatively impacted on the therapeutic relationships on the 
ward through reducing staff availability.  There was also a significant reduction in the 
time staff were observed to interact with patients between baseline and later assessment 
points.  Nonetheless, by the end of the study patients identified a wider range of positive 
relationships and viewed staff as more responsive and considerate of their needs. 
At the patient subunit level, there was some reduction in patient motivation with a 
reduction in internal motivation, decreased confidence in the ward, and less motivation 
by fear of failure.  In contrast, qualitative responses indicated that patients described 
positive changes in their treatment across the course of the study and staff felt that 
patients had engaged well in structured activities and interventions.   
At the staff level, there was a trend towards reduced conflict in the team across the course 
of the study. Qualitative interviews indicated that the new RMO provided direction and 
assisted treatment planning, and MBT CC sessions were viewed as promoting 
reflections, and as a space for sharing problems and building team cohesion.  Positive 
outcomes were found for overall attitudes to personality disorder, with an increase in 
enthusiasm and sense of purpose. This was linked with the MBT staff training day. The 
increase in Enthusiasm was maintained at the end of study, perhaps indicating a positive 






4.1. Explanation building 
The pattern of results suggests that the healthy functioning of the ward evident at 
baseline had started to fray towards the end of the study. This appears to occur under the 
weight of increased violence and aggression on the ward. This increase in aggression 
can be associated with individual patient changes rather than being caused by the social 
climate. Indeed, it appears that the healthy social climate was maintained for patients, 
who reported good relationships with staff, and staff members who continued to report 
low levels of stress. For patients, change in the ward atmosphere may link to changes in 
the patient group, which can lead to a break in mutual support (Olsson, Strand, Asplund, 
& Kristiansen, 2014). 
MBT skills and Awareness training was linked to an increase in enthusiasm and purpose 
for working with people with personality disorders. This enthusiasm was maintained 
throughout the study period. The use of mentalizing skills did not lead to changes in 
patient motivation as measured by the PMI. However, there was some evidence of 
improved therapeutic relationships between staff and patients, which was in part 
attributed to MBT CC.  
4.2. Rival Explanations 
Rival explanations for changes include natural variation in social climate and the 
progression of patients through treatment leading to a positive and hopeful attitude on 
the ward. At baseline, it was apparent that patients more advanced in their rehabilitation 
held more positive views of the ward. This may have influenced some of the positive 
views identified. The discharge of patients who had been resident in the ward for a long 
period may have instilled hope for the remaining patients.  
The provision of psychotherapeutic groups may also have had an influence on the ward. 
Though these groups may have had a positive impact on patients it is difficult to see how 
they could impact on staff views of working with people with personality disorders. 
Groups also began following the observed increases in staff members Enthusiasm and 
Purpose (Table 4, Figure 10).  
Some staff were undertaking “New to Forensic” (Walker, Langton, & Thomson, 2011), 
a training programme for staff introducing the essentials of work in forensic mental 
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health. This programme was well established on the ward, with the majority of staff 
having completed this prior to the commencement of the current study.  
The appointment of a permanent RMO was seen to have a positive impact on the ward. 
One staff member described this as providing containment for the ward.  Alongside the 
valued support from ward management, this may have provided a more clear focus for 
staff members’ work with patients through clarification of treatment plans and allowed 
staff members to focus on their routine roles. This appears to be the strongest rival 
explanation for the observed resilience of the ward, given that the change in RMO 
occurred prior to the observed increases in Violence and Aggression. However, this 
change cannot be linked to the changes seen in attitudes to PD, which occurred prior to 
the appointment of the RMO (Table 4, Figure 10), though it may have helped to maintain 
the changes.  
The involvement of the researcher on the ward, in the setting up of the innovation and 
as a member of the treatment service introduces potential biases. The researcher did not 
engage in any individual work with patients on the ward, though was involved in 
facilitating a group intervention following initial recruitment to the study. The researcher 
was also a frequent presence on the ward while collecting data for the study. The effect 
of being observed may also have impacted the baseline observations, skewing the 
outcomes. Similarly, the effect of being offered the intervention, being valued, may also 
have led to an increase in esteem in the staff team, due to their role as a test case for the 
intervention. This may have introduced a bias towards positive responses among the 
staff group. 
4.3. Implications of study 
Though MBT has proven successful in a day hospital model of treatment (Bateman & 
Fonagy, 2009), this study examines the utility of MBT informed practice and reflection 
in an inpatient forensic mental health setting. However, in essence the initial training 
and reflective practice approach may be better described as promoting mentalizing in 
staff and in their approach to interactions with patients. Staff were able to implement an 
MBT focused approach in interactions with patients to varying extents, based both on 
their confidence and in patient response to this approach. This approach also allowed 
staff to challenge each other in a supportive manner and provided a shared language with 
which to discuss interactions with patients (Yakeley & Adshead, 2013). This approach 
may foster an openness about the process of care that may be protective against some of 
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the potential negative impacts of working with this client group (Johnson et al., 2016a, 
2016b; Moore, 2012). This may be seen in volumes of interactions being maintained 
across the three later interaction points, despite the impact of increased aggression on 
staff availability for therapeutic contacts. The reflective practice function of the CC 
group, provided a space to air frustrations, receive support, discuss practice and develop 
understandings of the patient perspectives (Thorndycraft & McCabe, 2008).  
The case study approach allowed for consideration of the contextual factors that 
influenced implementation, including managerial support, previous positive experiences 
of training in the staff group and a motivated staff group (Chaudoir et al., 2013). 
However, these factors also limit the changes that could be produced as a result of the 
intervention. Therefore, the factors that make the ward an ideal test site also make it a 
poor exemplar to demonstrate effectiveness. Here, the case study method again proves 
fruitful as the changes identified and the lack of sustained change in social climate 
ratings of staff imply a potential protective role of the intervention. Similarly, the 
availability of qualitative accounts highlight both the positive perception of MBT but 
also allows for understanding of its developing influence on ward functioning.  
The ability to examine rival explanations through the case study approach is also 
valuable, in particular as the rival explanation of the role of leadership provided by the 
RMO fits with models of understanding of differences of functioning in psychiatric 
wards (Bowers et al., 2011). Bowers et al. (2011) suggest that leadership impacts on 
teamwork, which in turn impacts on the structure of the ward, burnout and attitudes to 
PD. The impact of both the teamwork changes influenced by the intervention and the 
leadership changes described may have combined to build the resilience of the staff team 
to burnout and hence maintain positive attitudes to PD throughout the study. 
MBT CC sessions focus on the patients’ experiences, and in promoting reflections on 
care. Skills in promoting mentalizing in patients provided ward based staff with means 
to supplement formal therapies in the ‘everyday’ interactions on the ward and in 1:1 
discussions (Hörberg, 2015; McGauley et al., 2011). The provision of both training and 
case consultation and the proactive use of mentalizing skills by senior ward staff meets 
many of the suggestions for reducing conflict on psychiatric wards recommended in the 
Safewards model (Bowers, 2014). The increase in violence and aggression identified 
appears to relate directly to changes in the patient group towards forensic patients in 
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acute phases of mental illness, a group at high risk of aggression (Daffern, Ferguson, 
Ogloff, Thomson, & Howells, 2007).  
4.4. Future directions 
The study demonstrates the applicability of case study approaches to forensic mental 
health settings. It also provides some support for the usefulness of MBT training and 
case consultation as a model of care. The study identified no negative effects of the 
intervention, and was generally well received by staff. However, the strength of evidence 
that can be drawn from a single case study is limited. A repeated case study approach in 
a different forensic setting would allow for further conclusions to be drawn. A 
replication in a ward identified as having difficulties in team functioning or in high rates 
of staff-patient conflict may provide a further test of the applicability and ease of 
implementation of this approach. Future ward case studies may benefit from a longer 
time frame to allow for examination of changes due to the intervention separate from 
fluctuations related to new admissions to the ward. In considering data collection, 
obtaining access to records of changes in staff and patient composition would also aid 
in understanding outcomes and rival explanations.  
The outcome of the study also has clinical implications. Staff valued a shared model of 
understanding, though also sought to have more expertise in the area. This complicated 
the role of CC sessions, as some staff sought more of a skills building focus, while others 
sought a reflective space. Further clinical implementation of similar models may benefit 
from having a separate skill development session or a ward based “champion” to aid in 
skill development, supported by an external facilitator for an explicitly reflective 
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A: Search strategies for systematic review 
 
1. BeHEMoTH search terms (combined with AND operator) 
Behaviour Atmosphere, Climate, milieu, environment 
Health Context ((Ward or Hospital* or Inpatient or institut*) adj3 (Locked or 
Secure or Forensic)) or (Low secur* or Medium secur* or 
High secur* or Special hospital) 
Exclusions None 
Models & Theories model* or theor* or concept* or framework* 
 
2. SPIDER search strategy, combined [S AND P of I] AND [D OR E OR R]. 
 Search String 
Sample (Patient* OR service use* OR resident OR forensic mental health) 




((Ward OR Hospital* OR Inpatient OR Intensive psychiatric support 
unit OR PICU OR Facilit* OR Institution* OR Unit OR therapeutic 
community) NEAR/ADJ (Locked OR Secure OR Forensic)) OR Low 
secur* OR Medium secur* OR High secur* OR Special hospital 
Phenomenon 
of Interest 
Atmosphere OR Climate OR milieu OR psychosocial OR social OR 
environment OR atmosphere conducive to recovery OR therap* OR 
communit* OR socioenvironmen* 
Design qualitative interview OR focus groups OR content analysis OR 
constant comparative method OR thematic analysis OR grounded 
theory OR ethnographic research OR phenomenological OR semantic 
analysis OR interview* 
Evaluation perception* OR patient satisfaction OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* 
Research 
Type 





Behemoth search – Psychinfo & MEDLINE 150216 – search String 
1 (Atmosphere or Climate* or milieu or environ*).ab. 935778 
2 (((Ward or Hospital* or Inpatient or institut*) adj3 (Locked or 
Secure or Forensic)) or ("Low secur*" or "Medium secur*" or "High 
secur*" or "Special hospital")).af 
15776 
3 model* or theor* or concept*).mp. or framework*.ab. [mp=ti, ab, 
ot, nm, hw, kf, px, rx, ui, an, tc, id, tm] 
4650794 
4 1 and 2 and 3 310 





Searches for Main review 
Ovid MEDLINE(R) In-Process & Other Non-Indexed Citations and Ovid MEDLINE(R) 1946 to Present,   
PsycINFO 1806 to December Week 1 2015,  
Embase Classic+Embase 1947 to 2015 Week 49 
1 (((forensic adj2 mental) or patient* or resident).af. or service.mp.) adj3 use*.af. [mp=ti, ab, ot, nm, hw, 
kf, px, rx, ui, an, tc, id, tm, tn, dm, mf, dv, kw] 
2245991 
2 (staff or nurs* or psychiatri* or psychologist* or therapis*).af. 3833234 
3 ((Ward or Hospital* or Inpatient or Intensive psychiatric support unit or PICU or Facilit* or Institution* 
or Unit or therapeutic community) adj5 (Locked or Secure or Forensic)).af 
21088 
4 (((Low or medium or high) adj1 secur*) or Special hospital).mp. [mp=ti, ab, ot, nm, hw, kf, px, rx, ui, an, 
tc, id, tm, tn, dm, mf, dv, kw] 
4244 
5 (qualitative interview or focus groups or content analysis or constant comparative method or thematic 
analysis or grounded theory or ethnograp* or phenomenological or semantic analysis or 
interview*).mp. [mp=ti, ab, ot, nm, hw, kf, px, rx, ui, an, tc, id, tm, tn, dm, mf, dv, kw] 
1051273 
6 (perception* or patient satisfaction or satisf* or perspective* or view* or experience or opinion* or 
satisfaction or belie* or Attitudes).mp. [mp=ti, ab, ot, nm, hw, kf, px, rx, ui, an, tc, id, tm, tn, dm, mf, 
dv, kw 
5625389 
7 (qualitative or qualitative studies).mp. [mp=ti, ab, ot, nm, hw, kf, px, rx, ui, an, tc, id, tm, tn, dm, mf, dv, 
kw] 
470002 
8 (Atmosphere or Climate or milieu or psychosocial or social or environment or treatment or (conducive 
adj3 recovery) or therap* or communit* or socioenvironmen*).mp. [mp=ti, ab, ot, nm, hw, kf, px, rx, ui, 
an, tc, id, tm, tn, dm, mf, dv, kw] 
17351973 
9 5 or 6 or 7 6472653 
10 1 or 2 5593104 
11 3 or 4 24007 
12 10 and 11 11989 
13 8 and 12 7413 
14 9 and 13 3018 
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1 (((forensic adj2 mental) or patient* or resident).af. or service.mp.) adj3 
use*.af. [mp=title, other title, abstract, heading words] 
42917 
2 (staff or nurs* or psychiatri* or psychologist* or therapis*).af. 93541 
3 ((Ward or Hospital* or Inpatient or Intensive psychiatric support unit or 
PICU or Facilit* or Institution* or Unit or therapeutic community) adj5 
(Locked or Secure or Forensic)).af. 
614 
4 (((Low or medium or high) adj1 secur*) or Special hospital).mp. 
[mp=title, other title, abstract, heading words] 
456 
5 (qualitative interview or focus groups or content analysis or constant 
comparative method or thematic analysis or grounded theory or 
ethnograp* or phenomenological or semantic analysis or 
interview*).mp. [mp=title, other title, abstract, heading words] 
20189 
6 (perception* or patient satisfaction or satisf* or perspective* or view* or 
experience or opinion* or satisfaction or belie* or Attitudes).mp. 
[mp=title, other title, abstract, heading words] 
68699 
7 (qualitative or qualitative studies).mp. [mp=title, other title, abstract, 
heading words] 
8220 
8 (Atmosphere or Climate or milieu or psychosocial or social or 
environment or treatment or (conducive adj3 recovery) or therap* or 
communit* or socioenvironmen*).mp. [mp=title, other title, abstract, 
heading words] 
126727 
9 5 or 6 or 7 79607 
10 1 or 2 120870 
11 3 or 4 936 
12 10 and 11 627 
13 8 and 12 364 
14 9 and 13 128 
EBSCOhost search  – 2182 results 06-12-2015 
Psychology and Behavioral Sciences Collection (1,655) 
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CINAHL Plus (491) 
ERIC (36) 
S1 
TX (qualitative interview OR "focus groups" OR "content analysis" OR "constant 
comparative method" OR "thematic analysis" OR "grounded theory" OR 
ethnograph* OR phenomenological OR "semantic analysis" OR interview*)  
561294 
S2 TX perception* OR "patient satisfaction" OR satisf* OR perspective* OR view* OR 
experien* OR opinion* OR belie*  
1286935 
S3 TX ( qualitative OR "qualitative studies" ) OR SU ( qualitative OR "qualitative 
studies" )  
213040 
S4 S1 OR S2 OR S3  1607127 
S5 TX atmosphere OR climate OR "atmosphere conducive to recovery" OR milieu OR 
therap* OR psychosocial OR communit* OR social OR socioenvironment* OR 
environment*  
2574654 
S6 Ward* OR Hospital* OR Inpatient* OR "Intensive psychiatric support unit" OR PICU 
OR Facilit* OR Institution* OR Unit OR "therapeutic community"  
983300 
S7 TX forensic OR locked OR secure 91833 
S8 TX (Patient* OR "service use*" OR resident OR "mental health" OR "mental* ill*") 
OR (staff OR nurs* OR psychiatri* OR psychologist* OR therapis*)  
2920666 
S9 (S6 AND S8) N5 S7 5513 
S10 S5 AND S9 3144 







PILOTS: Published International Literature On Traumatic Stress - 9 
Applied Social Sciences Index and Abstracts (ASSIA )- 343 
ProQuest Dissertations & Theses Global - 320 
Social Services Abstracts - 61 
Sociological Abstracts - 154 
 
Set# Searched for Databases Results 
S3 ((((((ward OR hospital* OR inpatient OR "intensive psychiatric support 
unit" OR picu OR facility OR institution* OR unit) NEAR/5 (forensic OR 
secure OR locked)) AND ((Patient* OR service use* OR resident OR 
"forensic mental health" OR "forensic psychiat*") OR (staff OR nurs* OR 
psychiatri* OR psychologist* OR therapis*))) OR ("low secur*" OR 
"medium secur*" OR "high secur*" OR "special hospital")) AND 
(atmosphere OR climate OR "atmosphere conducive to recovery" OR 
milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* OR qualitative OR qualitative 
studies)) AND peer(yes) 
Applied Social Sciences 
Index and Abstracts 
(ASSIA) 
334° 
S4 ALL((((((ward OR hospital* OR inpatient OR "intensive psychiatric 
support unit" OR picu OR facility OR institution* OR unit) NEAR/5 
(forensic OR secure OR locked)) AND ((Patient* OR service use* OR 
resident OR "forensic mental health" OR "forensic psychiat*") OR (staff 
OR nurs* OR psychiatri* OR psychologist* OR therapis*))) OR ("low 
secur*" OR "medium secur*" OR "high secur*" OR "special hospital")) 
AND (atmosphere OR climate OR "atmosphere conducive to recovery" 
OR milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* OR qualitative OR qualitative 










S5 ALL((((((ward OR hospital* OR inpatient OR "intensive psychiatric 
support unit" OR picu OR facility OR institution* OR unit) NEAR/5 
(forensic OR secure OR locked)) AND ((Patient* OR service use* OR 
resident OR "forensic mental health" OR "forensic psychiat*") OR (staff 
OR nurs* OR psychiatri* OR psychologist* OR therapis*))) OR ("low 
secur*" OR "medium secur*" OR "high secur*" OR "special hospital")) 
AND (atmosphere OR climate OR "atmosphere conducive to recovery" 
OR milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* OR qualitative OR qualitative 
studies)) AND peer(yes) 
Applied Social Sciences 
Index and Abstracts 
(ASSIA) 
343° 
S6 ALL((((((ward OR hospital* OR inpatient OR "intensive psychiatric 
support unit" OR picu OR facility OR institution* OR unit) NEAR/5 
(forensic OR secure OR locked)) AND ((Patient* OR service use* OR 
resident OR "forensic mental health" OR "forensic psychiat*") OR (staff 
OR nurs* OR psychiatri* OR psychologist* OR therapis*))) OR ("low 
secur*" OR "medium secur*" OR "high secur*" OR "special hospital")) 
AND (atmosphere OR climate OR "atmosphere conducive to recovery" 
OR milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* OR qualitative OR qualitative 
studies)) 
ProQuest Dissertations 
& Theses Global 
320° 
S10 ALL((((((ward OR hospital* OR inpatient OR "intensive psychiatric 
support unit" OR picu OR facility OR institution* OR unit) NEAR/5 
(forensic OR secure OR locked)) AND ((Patient* OR service use* OR 
resident OR "forensic mental health" OR "forensic psychiat*") OR (staff 
OR nurs* OR psychiatri* OR psychologist* OR therapis*))) OR ("low 
secur*" OR "medium secur*" OR "high secur*" OR "special hospital")) 
AND (atmosphere OR climate OR "atmosphere conducive to recovery" 
OR milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 
view* OR experien* OR opinion* OR belie* OR qualitative OR qualitative 
studies)) AND peer(yes) 
 
 
Social Services Abstracts 61° 
S12 ALL((((((ward OR hospital* OR inpatient OR "intensive psychiatric 
support unit" OR picu OR facility OR institution* OR unit) NEAR/5 
Sociological Abstracts 154° 
150 
 
(forensic OR secure OR locked)) AND ((Patient* OR service use* OR 
resident OR "forensic mental health" OR "forensic psychiat*") OR (staff 
OR nurs* OR psychiatri* OR psychologist* OR therapis*))) OR ("low 
secur*" OR "medium secur*" OR "high secur*" OR "special hospital")) 
AND (atmosphere OR climate OR "atmosphere conducive to recovery" 
OR milieu OR therap* OR psychosocial OR communit* OR social OR 
socioenvironment* OR environment*)) AND ("qualitative interview" OR 
"focus groups" OR "content analysis" OR "constant comparative 
method" OR "thematic analysis" OR "grounded theory" OR ethnograph* 
OR phenomenological OR "semantic analysis" OR interview* OR 
perception* OR "patient satisfaction" OR satisf* OR perspective* OR 





Cochrane Database - 71 Results January 12 2016 
 '((forensic OR secur* OR criminal OR "forensic psychiat*" OR prison* OR psychiat* OR nurs* 
OR psycholo* OR mental*) and ("low secur*" OR "medium secur*" OR "special hospital" OR 
"high secure")) OR ((ward OR hospital* OR inpatient OR "intensive psychiatric support unit" 
OR picu OR facility OR institution* OR unit) NEAR (forensic OR secure OR locked)) and 
(atmosphere OR climate OR "atmosphere conducive to recovery" OR milieu OR therap* OR 
psychosocial OR communit* OR social OR socioenvironment* OR environment* OR treatment) 
in Title, Abstract, Keywords 
 
Open Grey Literature January 12 2016 
72 – 49 entered on database - 23 were Duplicates 
(((ward OR hospital* OR inpatient OR "intensive psychiatric support unit" OR picu OR facility 
OR institution* OR unit) NEAR/5 (forensic OR secure OR locked)) OR ("low secur*" OR 
"medium secur*" OR "high secur*" OR "special hospital")) AND (forensic OR secur* OR 
criminal OR "forensic psychiat*" OR prison* OR psychiat* OR nurs* OR psycholo* OR 
mental*) AND (atmosphere OR climate OR "atmosphere conducive to recovery" OR milieu OR 
therap* OR psychosocial OR communit* OR social OR socioenvironment* OR environment* 
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1. Definition of Concepts derived from initial Framework 
Concepts Definition 
Involving (5) Patients are involved in the running of the ward and feel part of the ward 
Supportive (6) The extent to which there are opportunities for mutual support 
The extent to which staff provide support for patients  
Containing (4) The nature of the ward as containing of difficult emotional experience 
and as a space where difficult experiences can be understood 
Tolerance of 
Expression (3) 
The ward facilitates personal expression and tolerates difference 
Empowerment (4) The extent to which patients are empowered and have a sense of personal 
agency 
Focus on developing 
Life skills (2) 
Availability of opportunities to develop skills for community living 
Personal development 
opportunities (6) 
Availability of Interventions to facilitate personal development 
Safety (3) The experience of personal safety on the ward 
Organisational 
Structure (5) 
The structure of the staff team and the available mechanisms for staff 
support 
The procedures and formal structures of how the ward runs 
Clarity of ward ethos 
(5) 
The shared understanding of how the ward approaches the task of care 
and treatment.  
Staff control (4) The means through which staff exercise control in the ward environment 
The extent of staff control behaviours. 
Challenging of 
Difficulties (2) 
Mechanisms through which patients receive feedback and are 
challenged on their behaviour 
Physical Environment 
(2) 
The nature of the ward physical environment and the extent to which it 
is experienced as therapeutic and comfortable 
Connectedness to 
Community (1) 
The means through which contact with the outside world (family, 
friends, community) is facilitated 
Validation (1) Actions that affirm the individuality of the patient and acknowledge their 
personal experiences.  
Occupation (1) The provision of meaningful and purposeful activity 
Service Attachment (2) The role of the ward as a secure base, a place where patients are accepted 
Staff Therapeutic 
Orientation (3) 
The level of focus of staff members on their caring role 
Patient Motivation (1) The internal motivation of the patient 
External environment 
Factors (1) 





C: List of excluded studies with reasons 
Study Reason for exclusion 
Adams (1998) Not available (Thesis) 
Addo (2006) Thesis study that focuses on nurse’s experiences of working with 
sexual offenders, work environment described as a theme, but no 
discussion of social climate 
Astbury et al. 
(2011) 
Excluded as it does not discuss social climate - focus is on 
process of implementing change.  
Baby et al. 
(2014) 
Article describes staff member’s experiences of assault. Does not 
describe perspectives on social climate 
Barsky & West 
(2012) 
Excluded based on low quality 
Bartlett (2003) Not available 
Bos et al (2012) Study does not identify sample as forensic. Unit described is a 
secure unit for “difficult patients” 
Byrt et al 
(2001) 
Does not report on qualitative data, provides review of service 
developments in a secure service.  
Caldwell et al 
(2005) 
Not a forensic sample 
Cashin et al 
(2010) 
Not related to social climate, describes nursing role in prison 
hospital setting 
Chandley et al 
(2014) 
Action research study – Study describes ward through lens of 
recovery – not focused on social climate 
Chanpakkee & 
Whyte (1996) 
Article focuses on role of primary nurse. Does not focus on 
experiences of social climate and only mentions therapeutic 
environment in a tangential sense. 
Chinn et al 
(2011) 
Not a forensic sample 
Clark (1991) Not available 
Clarkson et al 
(2009) 
Study focuses solely on patient perceptions of staff attributes 
rather than wider concept of social climate 
Cook et al. 
(2005) 
Focused on staff and patient experiences of Tidal Model of 
nursing care rather than social climate 
Coughlin 
(2003) 
Article presents quantitative analysis 
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Study Reason for exclusion 
Cromar-Hayes 
et al (2015) 
Article discuses recovery approach in forensic mental health 
settings. Does not discus social climate 
Duxbury et al 
(2005) 
Not a forensic sample 
Fish & 
Lobley(2001)&  
Sample is drawn form a non-hospital setting – community based 
apartments where service users receive 24hr care.  
Ford et al 
(1999) 
Reports outcome of patient satisfaction survey. Only tangentially 
addresses social and physical environment. Presents data in terms 
of quantitative frequencies with few illustrative quotations 
Gildberg et al. 
(2012)   
Study focuses solely on models of nursing care and nurse – 
patient interactions in a forensic setting. Does not discuss social 
climate 
Heyman et al. 
(2004) 
Case study focused at the organisational level and the operation 
of services rather than perceptions of social climate 
Hinsby & 
Baker (2004) 
Grounded theory study of staff and patient views of incidents of 
violence. Study does not look to examine perspectives of social 
climate or the environment 
Jacob (2010) Reports on same data as Jacob (2011) 
Jacob (2012) Study describes outcomes of a study examining the impact of 
being responsible for both care and custody. Does not reference 
social climate 
Jeffcote (2005) Data also reported in Kurtz & Jeffcote (2011) 
Kurtz & 
Turner (2007) 
Study appears to use part of the same dataset (PDU sample) form 





Study focuses on treatment planning process rather than 
experience of social climate – themes identified are relevant to 
social climate model identified.  
Livingston et al 
(2012) 
Reports quantitative data only 
Livingston et 
al. (2013) 
Mixed methods study examining the impact of patient 
engagement measures. Qualitative analysis focuses on the 
impacts of the introduced programmes and does not address 
perspectives of social climate 
Maguire et al. 
(2014) 
Study of limit setting in a forensic psychiatric setting. Does not 
include a wider conceptualisation of social climate 
161 
 
Study Reason for exclusion 
Maltman et al 
(2008) 
Article focuses on perspectives of admission and assessment and 
the personal meaning of admission rather than the influence of 
external factors.  
Martin (2009) Exclude – Focused on factors that impact on patient engagement.  
Mattson & 
Binder (2012) 
Study focusses on a non-forensic secure ward for individuals who 
self-injure 
McKenna et al 
(2014) 
Not a forensic sample – ward case study of “secure care” facility. 
Identified in article that not a forensic mental health setting.  
McKeown et al 
(2014) 
Article focuses on implementation of involvement activities. 
Does not discuss social climate 
Mercer (2013) Discourse analysis study examining talk about pornography in a 
secure forensic setting. Study does not assess staff or patient 
views of social climate 
Mistral et al 
(2002) 




Paper does not report on any data, it is an expert opinion paper 
based on experiences of ward meetings in DSPD unit 
Nijdam-Jones 
(2012) 
Thesis - Data reported in empirical paper (Livingston et al 2013) 
Oeye et al 
(2009) 
Not a forensic sample 
Olsson et al. 
(2014b) 
Discusses patients individual experiences of turning towards 
recovery – does not focus on social climate 
Parkes et al 
(2015) 
Paper describes the impact of transitions between services rather 
than social climate 
Parrott (2010) Article focuses on significance of material culture rather than 
social climate 
Patel (2014) Does not refer to social climate – looks at role of psychologist in 






Excluded based on reporting quality – staff satisfaction study in 
medium secure care 
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Study Reason for exclusion 
Robinson 
(1994) 
Excluded based on review of published account (Robinson, 
1995). Mixed method observational study focused on developing 
quality indicators for clinical care. Does not present perspectives 
on social climate.  
Rose et al. 
(2011) 
Study focuses on concept of respect – does not consider 
experiences of the ward as a whole 
Rossiter (2015) Exclude – Focuses on experiences of trauma in females involved 
in forensic services 
Ryan et al 
(2002) 
Content analysis study of perspectives of ideal treatment, does 
not describe lived experiences and themes not presented in a way 
that can be extracted to study.  
Sasse & Gough 
(2005) 





Sample is prison based 
Secker et al 
(2004) 
Not a forensic sample 
Somers & 
Bartlett (2014) 
Does not discuss ward level factors, focused on pathway of care 
and organisational level issues 
Spencer et al 
(2010) 
Not a forensic sample or inpatient sample 
Urheim et al. 
(2011) 
Longitudinal case study of changes in patient autonomy in a 
forensic setting. Does not address social climate 
Voogt et al 
(2015) 
Not a forensic sample 




D: Data Extraction form and Quality Criteria 












Study Type Journal Article Thesis Book Chapter   
Other   
Name of 
reviewer 
Reviewer 1 Reviewer 2  
  
Eligible Yes No Unclear   
Type of 
Study 
Qualitative Mixed Methods Case Study   
Other    
Participant
s 
Staff Patients Both staff and 
patients 
  
Other    
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Quality Criteria Framework 
Item   Name Based on QC Description Rating 





Carroll et al 
(1), CASP 1, 
3 
The study design is reported, is 
defensible, a rationale is provided 
and is appropriate to the question 
-/+/++ 





Explicit coverage of the main 
hypotheses on which the 
evaluation was based. Discusses 
the ideological perspectives of the 
research team.  
-/+/++ 





Attention given to ethical 
concerns, including description of 
processes for gaining participant 
consent 
-/+/++ 








Carroll et al 
(2), CASP 4 
The selection of participants is 
explicitly described  
How well is the eventual coverage 
of the final sample described 
-/+/++ 





Carroll et al 
3, CASP 5, 6 
Details of data collection process 
are reported, including discussion 
of impact of method on data 
collected 
-/+/++ 




Carroll et al 
4, CASP 8 
Description and rationale given for 
method of analysis. Description of 
how descriptive categories and 
constructed concepts were 
developed 
-/+/++ 




Description of both historical and 
social/organisational 
characteristics of study sites. 
Individual contributions are 
contextualised 
-/+/++ 




How well diversity of perspectives 
are explored. Attention shown to 
negative cases, outliers and 
exceptions 
-/+/++ 





Findings make sense and have 
coherent logic and are supported 
by study evidence 
-/+/++ 




Discussion of how findings have 
contributed to knowledge and 
understanding 
-/+/++ 




Clear links between analytic 
commentary and presentation of 
original data 
-/+/++ 
12  Clear 
Reporting 
 Reporting linked to study aim. 
Provides a clear narrative, and 
provides a structured commentary 
-/+/++ 
Overall rating  -/+/++ 
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F: Links between model of social climate and commonly used scales 
Model of Social Climate Factors  WAS EssenCES 





Patient Cohesion and 
Mutual Support 
Care and Treatment Orientation 
Staff Control  
Spontaneity  
Autonomy  




Therapies Personal problem Orientation  
Meaningful Activity Practical orientation  
Consistency   
Safety Anger and Aggression  Experienced Safety 
Involvement Involvement  
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license (seehttps://www.elsevier.com/openaccesslicenses). 
Author rights 
As an author you (or your employer or institution) have certain rights to reuse 
your work. For more information see https://www.elsevier.com/copyright. 
Role of the funding source  
 
You are requested to identify who provided financial support for the conduct of 
the research and/or preparation of the article and to briefly describe the role of 
the sponsor(s), if any, in study design; in the collection, analysis and 
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interpretation of data; in the writing of the report; and in the decision to 
submit the article for publication. If the funding source(s) had no such 
involvement then this should be stated. 
Funding body agreements and policies  
 
Elsevier has established a number of agreements with funding bodies which 
allow authors to comply with their funder's open access policies. Some authors 
may also be reimbursed for associated publication fees. To learn more about 
existing agreements please visit https://www.elsevier.com/fundingbodies. 
Open access  
 
This journal offers authors a choice in publishing their research: 
Open access  
• Articles are freely available to both subscribers and the wider public with 
permitted reuse. 
• An open access publication fee is payable by authors or on their behalf (e.g. 
by their research funder or institution). 
Subscription 
• Articles are made available to subscribers as well as developing countries and 
patient groups through our universal access programs 
(https://www.elsevier.com/access).  
• No open access publication fee payable by authors. 
Regardless of how you choose to publish your article, the journal will apply the 
same peer review criteria and acceptance standards. 
For open access articles, permitted third party (re)use is defined by the 
following Creative Commons user licenses: 
Creative Commons Attribution (CC BY)  
Lets others distribute and copy the article, create extracts, abstracts, and other 
revised versions, adaptations or derivative works of or from an article (such as 
a translation), include in a collective work (such as an anthology), text or data 
mine the article, even for commercial purposes, as long as they credit the 
author(s), do not represent the author as endorsing their adaptation of the 
article, and do not modify the article in such a way as to damage the author's 
honor or reputation. 
Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-
NC-ND)  
For non-commercial purposes, lets others distribute and copy the article, and 
to include in a collective work (such as an anthology), as long as they credit the 
author(s) and provided they do not alter or modify the article. 
 
The open access publication fee for this journal is USD 1800, excluding taxes. 




Green open access  
 
Authors can share their research in a variety of different ways and Elsevier has 
a number of green open access options available. We recommend authors see 
our green open access page for further information 
(http://elsevier.com/greenopenaccess). Authors can also self-archive their 
manuscripts immediately and enable public access from their institution's 
repository after an embargo period. This is the version that has been accepted 
for publication and which typically includes author-incorporated changes 
suggested during submission, peer review and in editor-author 
communications. Embargo period: For subscription articles, an appropriate 
amount of time is needed for journals to deliver value to subscribing customers 
before an article becomes freely available to the public. This is the embargo 
period and it begins from the date the article is formally published online in its 
final and fully citable form. 
 
This journal has an embargo period of 36 months. 
Elsevier Publishing Campus  
 
The Elsevier Publishing Campus (www.publishingcampus.com) is an online 
platform offering free lectures, interactive training and professional advice to 
support you in publishing your research. The College of Skills training offers 
modules on how to prepare, write and structure your article and explains how 
editors will look at your paper when it is submitted for publication. Use these 
resources, and more, to ensure that your submission will be the best that you 
can make it. 
Language (usage and editing services)  
 
Please write your text in good English (American or British usage is accepted, 
but not a mixture of these). Authors who feel their English language 
manuscript may require editing to eliminate possible grammatical or spelling 
errors and to conform to correct scientific English may wish to use the English 
Language Editing service available from Elsevier's WebShop 
(http://webshop.elsevier.com/languageediting/) or visit our customer support 
site (http://support.elsevier.com) for more information. 
Submission  
 
Our online submission system guides you stepwise through the process of 
entering your article details and uploading your files. The system converts your 
article files to a single PDF file used in the peer-review process. Editable files 
(e.g., Word, LaTeX) are required to typeset your article for final publication. All 
correspondence, including notification of the Editor's decision and requests for 
revision, is sent by e-mail. 
 




Submission to this journal proceeds totally online and you will be guided 
stepwise through the creation and uploading of your files. The system 
automatically converts your files to a single PDF file, which is used in the peer-
review process. 
As part of the Your Paper Your Way service, you may choose to submit your 
manuscript as a single file to be used in the refereeing process. This can be a 
PDF file or a Word document, in any format or lay-out that can be used by 
referees to evaluate your manuscript. It should contain high enough quality 
figures for refereeing. If you prefer to do so, you may still provide all or some of 
the source files at the initial submission. Please note that individual figure files 
larger than 10 MB must be uploaded separately. 
References  
 
There are no strict requirements on reference formatting at submission. 
References can be in any style or format as long as the style is consistent. 
Where applicable, author(s) name(s), journal title/book title, chapter 
title/article title, year of publication, volume number/book chapter and the 
pagination must be present. Use of DOI is highly encouraged. The reference 
style used by the journal will be applied to the accepted article by Elsevier at 
the proof stage. Note that missing data will be highlighted at proof stage for the 
author to correct. 
Formatting requirements  
 
There are no strict formatting requirements but all manuscripts must contain 
the essential elements needed to convey your manuscript, for example 
Abstract, Keywords, Introduction, Materials and Methods, Results, 
Conclusions, Artwork and Tables with Captions. 
If your article includes any Videos and/or other Supplementary material, this 
should be included in your initial submission for peer review purposes. 
Divide the article into clearly defined sections. 
 
Please ensure the text of your paper is double-spaced—this is an essential peer 
review requirement. 
Figures and tables embedded in text  
Please ensure the figures and the tables included in the single file are placed 
next to the relevant text in the manuscript, rather than at the bottom or the top 
of the file. 
REVISED SUBMISSIONS 
Use of word processing software  
Regardless of the file format of the original submission, at revision you must 
provide us with an editable file of the entire article. Keep the layout of the text 
as simple as possible. Most formatting codes will be removed and replaced on 
processing the article. The electronic text should be prepared in a way very 
similar to that of conventional manuscripts (see also the Guide to Publishing 
with Elsevier:https://www.elsevier.com/guidepublication). See also the section 
on Electronic artwork.  
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To avoid unnecessary errors you are strongly advised to use the 'spell-check' 
and 'grammar-check' functions of your word processor. 
Article structure 
Subdivision - numbered sections  
Divide your article into clearly defined and numbered sections. Subsections 
should be numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not 
included in section numbering). Use this numbering also for internal cross-
referencing: do not just refer to 'the text'. Any subsection may be given a brief 
heading. Each heading should appear on its own separate line. 
Introduction  
State the objectives of the work and provide an adequate background, avoiding 
a detailed literature survey or a summary of the results. 
Material and methods  
Provide sufficient detail to allow the work to be reproduced. Methods already 
published should be indicated by a reference: only relevant modifications 
should be described. 
Theory/calculation  
A Theory section should extend, not repeat, the background to the article 
already dealt with in the Introduction and lay the foundation for further work. 
In contrast, a Calculation section represents a practical development from a 
theoretical basis. 
Results  
Results should be clear and concise. 
Discussion  
This should explore the significance of the results of the work, not repeat them. 
A combined Results and Discussion section is often appropriate. Avoid 
extensive citations and discussion of published literature. 
Conclusions  
The main conclusions of the study may be presented in a short Conclusions 
section, which may stand alone or form a subsection of a Discussion or Results 
and Discussion section. 
Appendices  
If there is more than one appendix, they should be identified as A, B, etc. 
Formulae and equations in appendices should be given separate numbering: 
Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. 
Similarly for tables and figures: Table A.1; Fig. A.1, etc. 
Essential title page information  
• Title. Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible. 
• Author names and affiliations. Where the family name may be 
ambiguous (e.g., a double name), please indicate this clearly. Present the 
authors' affiliation addresses (where the actual work was done) below the 
175 
 
names. Indicate all affiliations with a lower-case superscript letter immediately 
after the author's name and in front of the appropriate address. Provide the full 
postal address of each affiliation, including the country name, and, if available, 
the e-mail address of each author.The title page is to be the first page of 
the manuscript; the second page is the abstract with key words. 
• Corresponding author. Clearly indicate who will handle correspondence 
at all stages of refereeing and publication, also post-publication. Ensure that 
telephone and fax numbers (with country and area code) are 
provided in addition to the e-mail address and the complete postal 
address. 
• Present/permanent address. If an author has moved since the work 
described in the article was done, or was visiting at the time, a "Present 
address" (or "Permanent address") may be indicated as a footnote to that 
author's name. The address at which the author actually did the work must be 
retained as the main, affiliation address. Superscript Arabic numerals are used 
for such footnotes. 
Abstract  
 
A concise (no more than 200 words) and factual abstract is required. This 
should be on a separate page following the title page and should not contain 
reference citations. 
Graphical abstract  
 
Although a graphical abstract is optional, its use is encouraged as it draws 
more attention to the online article. The graphical abstract should summarize 
the contents of the article in a concise, pictorial form designed to capture the 
attention of a wide readership. Graphical abstracts should be submitted as a 
separate file in the online submission system. Image size: Please provide an 
image with a minimum of 531 × 1328 pixels (h × w) or proportionally more. 
The image should be readable at a size of 5 × 13 cm using a regular screen 
resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. 
Seehttps://www.elsevier.com/graphicalabstracts for examples.  
Authors can make use of Elsevier's Illustration and Enhancement service to 
ensure the best presentation of their images and in accordance with all 
technical requirements: Illustration Service. 
Highlights  
 
Highlights are mandatory for this journal. They consist of a short collection of 
bullet points that convey the core findings of the article and should be 
submitted in a separate editable file in the online submission system. Please 
use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 
characters, including spaces, per bullet point). 
See https://www.elsevier.com/highlights for examples. 
Keywords  
 
Immediately after the abstract, provide a maximum of 6 keywords, using 
American spelling and avoiding general and plural terms and multiple 
concepts (avoid, for example, 'and', 'of'). Be sparing with abbreviations: only 
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abbreviations firmly established in the field may be eligible. These keywords 
will be used for indexing purposes. 
Abbreviations  
 
Define abbreviations that are not standard in this field in a footnote to be 
placed on the first page of the article. Such abbreviations that are unavoidable 
in the abstract must be defined at their first mention there, as well as in the 
footnote. Ensure consistency of abbreviations throughout the article. 
Acknowledgements  
 
Collate acknowledgements in a separate section at the end of the article before 
the references and do not, therefore, include them on the title page, as a 
footnote to the title or otherwise. List here those individuals who provided help 
during the research (e.g., providing language help, writing assistance or proof 
reading the article, etc.). 
Formatting of funding sources  
List funding sources in this standard way to facilitate compliance to funder's 
requirements: 
Funding: This work was supported by the National Institutes of Health [grant 
numbers xxxx, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant 
number zzzz]; and the United States Institutes of Peace [grant number aaaa]. 
It is not necessary to include detailed descriptions on the program or type of 
grants and awards. When funding is from a block grant or other resources 
available to a university, college, or other research institution, submit the name 
of the institute or organization that provided the funding. 
If no funding has been provided for the research, please include the following 
sentence: 
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors. 
Math formulae  
 
Please submit math equations as editable text and not as images. Present 
simple formulae in line with normal text where possible and use the solidus (/) 
instead of a horizontal line for small fractional terms, e.g., X/Y. In principle, 
variables are to be presented in italics. Powers of e are often more conveniently 
denoted by exp. Number consecutively any equations that have to be displayed 
separately from the text (if referred to explicitly in the text). 
Footnotes  
 
Footnotes should be used sparingly. Number them consecutively throughout 
the article. Many word processors build footnotes into the text, and this feature 
may be used. Should this not be the case, indicate the position of footnotes in 
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the text and present the footnotes themselves separately at the end of the 
article. 
Artwork 
Electronic artwork  
General points 
• Make sure you use uniform lettering and sizing of your original artwork.  
• Preferred fonts: Arial (or Helvetica), Times New Roman (or Times), Symbol, 
Courier.  
• Number the illustrations according to their sequence in the text.  
• Use a logical naming convention for your artwork files.  
• Indicate per figure if it is a single, 1.5 or 2-column fitting image.  
• For Word submissions only, you may still provide figures and their captions, 
and tables within a single file at the revision stage.  
• Please note that individual figure files larger than 10 MB must be provided in 
separate source files.  
A detailed guide on electronic artwork is available on our website:  
https://www.elsevier.com/artworkinstructions. 
You are urged to visit this site; some excerpts from the detailed 
information are given here.  
Formats  
Regardless of the application used, when your electronic artwork is finalized, 
please 'save as' or convert the images to one of the following formats (note the 
resolution requirements for line drawings, halftones, and line/halftone 
combinations given below):  
EPS (or PDF): Vector drawings. Embed the font or save the text as 'graphics'.  
TIFF (or JPG): Color or grayscale photographs (halftones): always use a 
minimum of 300 dpi.  
TIFF (or JPG): Bitmapped line drawings: use a minimum of 1000 dpi.  
TIFF (or JPG): Combinations bitmapped line/half-tone (color or grayscale): a 
minimum of 500 dpi is required.  
Please do not:  
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); 
the resolution is too low.  
• Supply files that are too low in resolution.  
• Submit graphics that are disproportionately large for the content. 
Color artwork  
Please make sure that artwork files are in an acceptable format (TIFF (or 
JPEG), EPS (or PDF), or MS Office files) and with the correct resolution. If, 
together with your accepted article, you submit usable color figures then 
Elsevier will ensure, at no additional charge, that these figures will appear in 
color online (e.g., ScienceDirect and other sites) regardless of whether or not 
these illustrations are reproduced in color in the printed version. For color 
reproduction in print, you will receive information regarding the 
costs from Elsevier after receipt of your accepted article. Please 
indicate your preference for color: in print or online only. For further 




Figure captions  
Ensure that each illustration has a caption. A caption should comprise a brief 
title (not on the figure itself) and a description of the illustration. Keep text in 




Please submit tables as editable text and not as images. Tables can be placed 
either next to the relevant text in the article, or on separate page(s) at the end. 
Number tables consecutively in accordance with their appearance in the text 
and place any table notes below the table body. Be sparing in the use of tables 
and ensure that the data presented in them do not duplicate results described 
elsewhere in the article. Please avoid using vertical rules. 
References 
Citation in text  
Please ensure that every reference cited in the text is also present in the 
reference list (and vice versa). Any references cited in the abstract must be 
given in full. Unpublished results and personal communications are not 
recommended in the reference list, but may be mentioned in the text. If these 
references are included in the reference list they should follow the standard 
reference style of the journal and should include a substitution of the 
publication date with either 'Unpublished results' or 'Personal communication'. 
Citation of a reference as 'in press' implies that the item has been accepted for 
publication. 
Web references  
As a minimum, the full URL should be given and the date when the reference 
was last accessed. Any further information, if known (DOI, author names, 
dates, reference to a source publication, etc.), should also be given. Web 
references can be listed separately (e.g., after the reference list) under a 
different heading if desired, or can be included in the reference list. 
References in a special issue  
Please ensure that the words 'this issue' are added to any references in the list 
(and any citations in the text) to other articles in the same Special Issue. 
Reference management software  
Most Elsevier journals have their reference template available in many of the 
most popular reference management software products. These include all 
products that support Citation Style Language styles (http://citationstyles.org), 
such as Mendeley (http://www.mendeley.com/features/reference-manager) 
and Zotero (https://www.zotero.org/), as well as EndNote 
(http://endnote.com/downloads/styles). Using the word processor plug-ins 
from these products, authors only need to select the appropriate journal 
template when preparing their article, after which citations and bibliographies 
will be automatically formatted in the journal's style. If no template is yet 
available for this journal, please follow the format of the sample references and 




Users of Mendeley Desktop can easily install the reference style for this journal 
by clicking the following link: 
http://open.mendeley.com/use-citation-style/aggression-and-violent-behavior 
When preparing your manuscript, you will then be able to select this style 
using the Mendeley plug-ins for Microsoft Word or LibreOffice. 
Reference formatting  
There are no strict requirements on reference formatting at submission. 
References can be in any style or format as long as the style is consistent. 
Where applicable, author(s) name(s), journal title/book title, chapter 
title/article title, year of publication, volume number/book chapter and the 
pagination must be present. Use of DOI is highly encouraged. The reference 
style used by the journal will be applied to the accepted article by Elsevier at 
the proof stage. Note that missing data will be highlighted at proof stage for the 
author to correct. If you do wish to format the references yourself they should 
be arranged according to the following examples: 
Reference style  
Text: Citations in the text should follow the referencing style used by the 
American Psychological Association. You are referred to the Publication 
Manual of the American Psychological Association, Sixth Edition, ISBN 978-1-
4338-0561-5, copies of which may be ordered 
from http://books.apa.org/books.cfm?id=4200067 or APA Order Dept., P.O.B. 
2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 
8LU, UK.  
List: references should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) 
in the same year must be identified by the letters 'a', 'b', 'c', etc., placed after the 
year of publication.  
Examples:  
Reference to a journal publication:  
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing 
a scientific article. Journal of Scientific Communications, 163, 51–59.  
Reference to a book:  
Strunk, W., Jr., & White, E. B. (2000). The elements of style. (4th ed.). New 
York: Longman, (Chapter 4).  
Reference to a chapter in an edited book:  
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of 
your article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic 
age (pp. 281–304). New York: E-Publishing Inc. 
Reference to a website: 
Cancer Research UK. Cancer statistics reports for the UK. (2003). 
http://www.cancerresearchuk.org/aboutcancer/statistics/cancerstatsreport/ 
Accessed 13.03.03. 
Journal abbreviations source  
Journal names should be abbreviated according to the List of Title Word 
Abbreviations: http://www.issn.org/services/online-services/access-to-the-
ltwa/. 




Elsevier accepts video material and animation sequences to support and 
enhance your scientific research. Authors who have video or animation files 
that they wish to submit with their article are strongly encouraged to include 
links to these within the body of the article. This can be done in the same way 
as a figure or table by referring to the video or animation content and noting in 
the body text where it should be placed. All submitted files should be properly 
labeled so that they directly relate to the video file's content. In order to ensure 
that your video or animation material is directly usable, please provide the files 
in one of our recommended file formats with a preferred maximum size of 150 
MB. Video and animation files supplied will be published online in the 
electronic version of your article in Elsevier Web products, including 
ScienceDirect:http://www.sciencedirect.com. Please supply 'stills' with your 
files: you can choose any frame from the video or animation or make a separate 
image. These will be used instead of standard icons and will personalize the 
link to your video data. For more detailed instructions please visit our video 
instruction pages athttps://www.elsevier.com/artworkinstructions. Note: since 
video and animation cannot be embedded in the print version of the journal, 
please provide text for both the electronic and the print version for the portions 
of the article that refer to this content. 
Supplementary material  
 
Supplementary material can support and enhance your scientific research. 
Supplementary files offer the author additional possibilities to publish 
supporting applications, high-resolution images, background datasets, sound 
clips and more. Please note that such items are published online exactly as they 
are submitted; there is no typesetting involved (supplementary data supplied 
as an Excel file or as a PowerPoint slide will appear as such online). Please 
submit the material together with the article and supply a concise and 
descriptive caption for each file. If you wish to make any changes to 
supplementary data during any stage of the process, then please make sure to 
provide an updated file, and do not annotate any corrections on a previous 
version. Please also make sure to switch off the 'Track Changes' option in any 
Microsoft Office files as these will appear in the published supplementary 




The journal encourages authors to create an AudioSlides presentation with 
their published article. AudioSlides are brief, webinar-style presentations that 
are shown next to the online article on ScienceDirect. This gives authors the 
opportunity to summarize their research in their own words and to help 
readers understand what the paper is about. More information and examples 
are available athttps://www.elsevier.com/audioslides. Authors of this journal 
will automatically receive an invitation e-mail to create an AudioSlides 
presentation after acceptance of their paper. 
Submission checklist  
 
The following list will be useful during the final checking of an article prior to 
sending it to the journal for review. Please consult this Guide for Authors for 
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further details of any item.  
Ensure that the following items are present:  
One author has been designated as the corresponding author with contact 
details:  
• E-mail address  
• Full postal address  
All necessary files have been uploaded, and contain:  
• Keywords  
• All figure captions  
• All tables (including title, description, footnotes)  
Further considerations  
• Manuscript has been 'spell-checked' and 'grammar-checked'  
• All references mentioned in the Reference list are cited in the text, and vice 
versa  
• Permission has been obtained for use of copyrighted material from other 
sources (including the Internet)  
Printed version of figures (if applicable) in color or black-and-white  
• Indicate clearly whether or not color or black-and-white in print is required. 
For any further information please visit our customer support site 
athttp://support.elsevier.com. 
 
Online proof correction  
 
Corresponding authors will receive an e-mail with a link to our online proofing 
system, allowing annotation and correction of proofs online. The environment 
is similar to MS Word: in addition to editing text, you can also comment on 
figures/tables and answer questions from the Copy Editor. Web-based 
proofing provides a faster and less error-prone process by allowing you to 
directly type your corrections, eliminating the potential introduction of errors. 
If preferred, you can still choose to annotate and upload your edits on the PDF 
version. All instructions for proofing will be given in the e-mail we send to 
authors, including alternative methods to the online version and PDF. 
We will do everything possible to get your article published quickly and 
accurately. Please use this proof only for checking the typesetting, editing, 
completeness and correctness of the text, tables and figures. Significant 
changes to the article as accepted for publication will only be considered at this 
stage with permission from the Editor. It is important to ensure that all 
corrections are sent back to us in one communication. Please check carefully 
before replying, as inclusion of any subsequent corrections cannot be 
guaranteed. Proofreading is solely your responsibility. 
Offprints  
 
The corresponding author will, at no cost, receive a customized Share 
Linkproviding 50 days free access to the final published version of the article 
onScienceDirect. The Share Link can be used for sharing the article via any 
communication channel, including email and social media. For an extra 
charge, paper offprints can be ordered via the offprint order form which is sent 
once the article is accepted for publication. Both corresponding and co-authors 
182 
 
may order offprints at any time via Elsevier's Webshop. Corresponding authors 
who have published their article open access do not receive a Share Link as 
their final published version of the article is available open access on 
ScienceDirect and can be shared through the article DOI link. 
  
 
You can track your submitted article at https://www.elsevier.com/track-
submission. You can track your accepted article 
at https://www.elsevier.com/trackarticle. You are also welcome to contact 








Authors must submit manuscripts electronically through the Manuscript Submission Portal. 
Lisa L. Harlow, PhD  
Department of Psychology  
University of Rhode Island  
10 Chafee Rd, Suite 8  
Kingston, RI 02881-0808 
General correspondence may be directed to the Editor's Office. 
In the cover letter, include assurance that the manuscript is not under review elsewhere, that any primary 
data have not been published previously or accepted for publication, and that the appropriate ethical 
guidelines were followed in the conduct of the research. 
Each manuscript must include on separate pages 
 author footnotes, which include acknowledgments of support and the name and address of the author to 
whom correspondence should be sent 
 a title page with the author's name and affiliation when the research was done 
The journal solicits 
 original theoretical, quantitative, empirical, and methodological articles 
 reviews of important methodological issues 
 tutorials 
 articles illustrating innovative applications of new procedures to psychological problems 
 articles on the teaching of quantitative methods 
 reviews of statistical software 
Submissions are judged on their relevance to understanding psychological data, methodological 
correctness, and accessibility to a wide audience. Where appropriate, submissions should illustrate 
through concrete example how the procedures described or developed can enhance the quality of 
psychological research. 
The journal welcomes submissions that show the relevance to psychology of procedures developed in 
other fields. Empirical and theoretical articles on specific tests or test construction should have a broad 
thrust; otherwise, they may be more appropriate for Psychological Assessment. Similarly, articles of 
interest to only a single subdiscipline of psychology may typically be more appropriate for a journal 
devoted to that specialty unless they make an exceptional contribution to the literature. 
Psychological Methods is now using a software system to screen submitted content for similarity with 
other published content. The system compares the initial version of each submitted manuscript against a 
database of 40+ million scholarly documents, as well as content appearing on the open web. This allows 
APA to check submissions for potential overlap with material previously published in scholarly journals 
(e.g., lifted or republished material). 
 
Masked Review Policy 
Masked reviews are optional, and authors who wish masked reviews must specifically request them 
when submitting their manuscripts. Authors may suggest individuals qualified to do reviewing. 
For masked reviews, authors should send two PDF files. One file should be a complete copy of the 
manuscript for the editorial office. The second should delete the title page and all other identifying 
information. 
Make every effort to ensure that the manuscript itself contains no clues as to author identity. 
If your manuscript was mask reviewed, please ensure that the final version for production includes a 
byline and full author note for typesetting. 
 
Length 
Manuscripts should generally not exceed 12,000 words (approximately 40 double-spaced pages in 12-
point Times New Roman font), not including references, tables, figures, and appendixes. Manuscripts 
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longer than 12,000 words will be considered for publication only if they are judged to have the potential to 
make an exceptional contribution to the literature. 
 
Manuscript Preparation 
Prepare manuscripts according to the Publication Manual of the American Psychological 
Association (6th edition). Manuscripts may be copyedited for bias-free language (see Chapter 3 of 
the Publication Manual). 
Review APA's Checklist for Manuscript Submission before submitting your article. 
Double-space all copy. Other formatting instructions, as well as instructions on preparing tables, figures, 
references, metrics, and abstracts, appear in the Manual. Additional guidance on APA Style is available 
on the APA Style website. 




We strongly encourage you to use MathType (third-party software) or Equation Editor 3.0 (built into pre-
2007 versions of Word) to construct your equations, rather than the equation support that is built into 
Word 2007 and Word 2010. Equations composed with the built-in Word 2007/Word 2010 equation 
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N: Observation Schedule 
Behaviour to be recorded: Any staff and patient engaged in a conversation/verbal 
interaction.  
Interval of measurement:  00: 30s 
Each sheet records 30 minutes – Record start time at top of each column 
For ‘Present’ column Record:  0 = absent   1 = present 
For ‘2 or more’ column:     1 = present 
Record behaviour if it is present AT THE END of the recording period 
Interval Start 
time 
Present 2 or more Notes: Number of staff and Patients 
Present 
1     
2    
3    
4    
5    
6    
7    
8    
9    
10    
11    
12    
13    
14    
15    
16    
17    
18    
19    
20    
21    
22    
23    
24    
25    
26    
27    
28    
29    
30    




O: Semi-Structured Interview Schedules 
 
 
Schedule date:     17.10.14  Schedule version number: 1.0 
                    
Qualitative Interview Schedule – Patient Participant 
Title of Project: A case study of the impact of a Mentalization based treatment (MBT) staff intervention on 
a Low Secure Forensic Mental health ward 
Name of Researcher: Patrick Doyle 
Start of study 
 
1. Can you tell me about your experience of being a patient on this ward? 
Prompts – likes, dislikes, positive and negative experiences. 
 
 
2. Do you feel that you have a good relationship with staff? 
Prompts – staff members you get on with, feel able to approach someone if there is a problem, 
availability of staff 
 
 
3. How does this ward compare to other wards that you have been on in the past? 
Prompt – differences, similarities, any changes over time. 
 
4. Do you think the ward has a good atmosphere? 
Prompt – feel safe, feel contained, feel supported? 
 
 
5. Do you feel motivated to get involved in activities on the ward? 
Prompt – List available activities, barriers, things that help 
 
6. How could the ward be improved? 
 
 
Midpoint and End point interviews Supplemental Questions 
 
 
1. Has anything changed on the ward over the last year? 
 
2. What things can you observe about the ward that has changed over the last year? 
 
3. Has there been any changes in how motivated you have felt to get involved in activities and 
therapies on the ward? 
Prompts – OT activities, therapy groups, other activities 
 
3. What do you think has led to this change? 
 
4. Has there been any changes in your interactions with staff? 
 
 





      
Qualitative Interview Schedule – Staff Participant 
Title of Project: A case study of the impact of a Mentalization based treatment (MBT) staff 
intervention on a Low Secure Forensic Mental health ward 
Name of Researcher: Patrick Doyle 
Start of study 
1. Can you tell me about your experience of working on this ward? 
Prompts – likes, dislikes, positive and negative experiences. 
2. Do you feel that you have a good relationship with patients on the ward? 
Prompts – patients respond well to being approached, feel comfortable around patients? 
3. What are some of the issues you find with working with the patient group in this ward? 
Prompts: Forensic Issues, 
3. How does this ward compare to other wards that you have worked on in the past? 
Prompt – differences, similarities, any changes over time, support structures 
4. What are your thoughts on the upcoming MBT training and staff group? 
Prompt – worries, opportunities, what you might gain, current knowledge 
5. Do you think the ward has a good atmosphere? 
Prompt – feel safe, feel contained, feel supported, supportive for patients? 
6. How could the ward be improved? 
 
Midpoint and End point interviews Supplemental Questions 
1. Has anything changed on the ward over the last year? 
Prompts – ward atmosphere, staff-patient relationships, staff and patient motivation 
2. Has there been any changes in how supported you have felt in your work? 
3. Have you noticed any change across the staff team as a whole? 
4. What things do you think has contribute to this change? 
5. Has there been any changes in your interactions with patients, or your practice more 
generally? 
5. Thinking specifically about the MBT training and reflective practice group, what are your 
thought about these? 
Prompts – worthwhile, useful to practice, negatives of group 
6. Were you able to attend the training and groups? 
7. Did you notice any particular difficulties about how the groups were run?  
Prompts – Accessibility, usefulness, supported by management, available to all staff, impact 
on time available to spend with patients 
8. Have other things that have been happening on the ward influenced some of the changes 
you have described? 
Prompts – Low Intensity groups, New to Forensic, New to Forensic: Essentials of 
Psychological Care, other staff training, changes in patient group, staffing changes 
9. Has the MBT training and the staff group matched your expectations? 
Prompts: Disappointments, Differences.  





                 
Qualitative Interview Schedule – Management team Participant 
Title of Project: A case study of the impact of a Mentalization based treatment (MBT) staff 
intervention on a Low Secure Forensic Mental health ward 
Name of Researcher: Patrick Doyle 
Start of study 
1. What is your opinion of the upcoming MBT training and reflective practice groups? 
Prompts –concerns, opportunities 
2. What are the main barriers to implementing the staff groups? 
3. Do you feel that staff have a good relationship with patients on the ward? 
Prompts – patients respond well to being approached, staff feel comfortable around patients? 
4. Do you think the ward has a good atmosphere? 
Prompt – feel safe, feel contained, feel supported, supportive for patients? 
5. How has the atmosphere on the ward developed since the ward opened? 
Prompt – differences, similarities, any changes over time. 
6. How could the ward be improved? 
7. What challenges does the ward face at the moment? 
7. What changes do you hope to see as a result of this new service development? 
Midpoint and End point interviews Supplemental Questions 
1. What is your impression of how the MBT training and reflective practice sessions have run 
over the last year? 
Prompts: usefulness, barriers to implementation 
2. Has anything changed on the ward over the last year? 
Prompts – ward atmosphere, staff-patient relationships, staff and patient motivation 
3. Have you noticed any change across the staff team as a whole? 
4. What things do you think has contribute to this change? 
5. Thinking specifically about the MBT training and reflective practice group, what are your 
thought about these? 
Prompts – worthwhile, useful to practice, negatives of group, benefits to ward 
6. Were you able to attend the training and groups? 
7. Did you notice any particular difficulties about how the groups were run?  
Prompts – Accessibility, usefulness, supported by management, available to all staff, impact 
on time available to spend with patients 
8. Have other things that have been happening on the ward influenced some of the changes 
you have described? 
Prompts – Low Intensity groups, New to Forensic, New to Forensic: Essentials of 
Psychological Care, other staff training, changes in patient group, staffing changes 
9. Did the MBT approach match your initial expectations? 
10. What do you think about the research evaluation more generally?  
11. Has the evaluation (questionnaires, interviews, observations and routine data) been 
acceptable to staff? 
12. Has the study evaluation interfered with the routine running of the ward? 
Prompts: - Burdens on patients, Burdens on staff, time taken, linking data collection to 
outcomes 
13. What would you change about how the study was evaluated? 
Is there anything else you would like to add that hasn’t been covered in the questions? 
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P: Example of Development of themes to framework 
Interviews were transcribed with a focus on accuracy of content, with only interruptions 
to the flow of speech, such as long pauses or laughter, recorded (Gale et al., 2013).  
Following transcription, the lead author familiarised himself with the data by reading 
through transcripts and re-listening to accounts with impressions and thoughts recorded 
in memos. 
Baseline patient interviews (n=3) were then coded individually and sequentially 
resulting in 65 initial codes. The codes were then reviewed, to form an initial coding 
framework with 56 codes. Each code was given a brief definition. This coding 
framework was then applied to the remaining staff interviews from the baseline phase 
(n=4, 2 staff, 2 managerial), with extra care given to data that did not fit the framework. 
Following this the coding was again reviewed, with reference to memos made 
throughout the process with codes further defined and clarified (Gale et al., 2013).  
 
At this point codes were grouped into categories, through looking at commonalities and 
differences across patients. There were 67 codes across 14 categories in the initial 
framework. The categories were examined for commonalities and through this process 
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grouped into five categories: the therapeutic relationship, current treatment & future 
progress, structure rules & restrictions, the social climate, and staff skills and supports 
(Figure 2). 





This analytic framework was applied to the remaining interviews across subsequent 
stages. Following coding at each stage, data was summarised for each interview to an 
Excel database (Figure 3). At each stage, the framework was revisited to examine for 
the emergence of new codes and categories to ensure comprehensive coverage of the 
data (Gale et al., 2013). The final framework contained 69 codes which fit within the 
original five themes – See Table 3 (pg103). A second reviewer considered the 
framework for each stage of the study for consistency with the final study report to 
ensure accurate reporting of findings.  
Figure 3: Example of coding framework 
 
 
 
 
